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Various methods have been suggested 
and ingenious operations devised for the 
relief of this condition, some of which are 
still employed, others having long since 
been abandoned as unsatisfactory or dan- 
gerous. I shall attempt to give a brief ac- 
count of the that have been 
adopted in the Genito-urinary Surgical De- 
partment, having been found to be reliable 
and to give the quickest and most lasting 
results with the least risk to life. 

The great opportunity annually afforded 
to the surgeon connected with the surgical 
department of the institution to observe, 
study, and operate upon cases of organic 
stricture of the urethra has, in the course 
of years, resulted in many recognized 
standard methods of treatment now in 
vogue being modified in technique or aban- 
doned. The use of many of the special 
instruments designed for the relief of this 
condition, depicted in most of the standard 
text-books of surgery, has been discarded, 
the substitution of a modified technique 
and simpler methods having produced in a 
very large number of cases so treated the 
most gratifying results. The evolution of 
the present method for the treatment of 
urethral stricture employed in the Jefferson 
Hospital has been slow. It required years 
before the method became systematized 
and reached its present state of simplicity 
and efficiency. This result has been ob- 


methods 


tained by the study, observation, contribu- 
tions, and teaching of numerous members 
of the staff, dating back to the foundation 
of the institution. It is hoped that a brief 
account of the methods employed that have 
proved serviceable in conditions that are 
frequently very unsatisfactory cases to deal 
with will not be uninteresting to the med- 
ical profession. 

After the diagnosis has been made and 
the caliber, resilience, and irritability of the 
stricture have been determined, as well as 
whether one or more strictures are present, 
the heart should be examined and the con- 
dition of the kidneys and bladder ascer- 
tained by a chemical, bacteriological, and 
microscopical examination of the urine. 
The surgeon is then in a position to decide 
on the best method of treatment. 


GENERAL REMARKS. 


When an attempt is made to insert an 
instrument into the urethra, the utmost 
gentleness should be observed. It should 
be passed slowly and gently, avoiding force, 
so that if an unexpected obstruction is en- 
countered the canal will not be injured. If 
urethral instrumentation gives rise to severe 
pain, more harm than good will follow 
persistent efforts to pass instruments with- 
out the aid of an anesthetic. The introduc- 
tion of urethral instruments should be 
undertaken only by the practiced surgeon, 
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who knows with certainty exactly what 
part of the urethra is being traversed by 
the instrument as it passes along, and con- 
sequently is able to decide by touch alone 
whether the instrument should be advanced 
or withdrawn, raised or depressed, or al- 
lowed to remain in situ until the muscular 
spasm has relaxed. 

Too much stress cannot be laid upon the 
importance of the after-treatment of stric- 
ture, regardless of whether dilatation or 
incision has been the mode of treatment. 
Inflammatory lesions of the urethra, pros- 
tatitis, or cystitis will be relieved, but not 
cured, by restoring the urethra to its 
normal caliber. Any inflammatory compli- 
cations are to be treated on the general 
principles governing the treatment of these 
conditions. After an operation for relief 
of organic stricture of the urethra, the 
walls of the canal adjacent to the point 
where the coarctation previously existed 
will assume the character of scar tissue, 
and will be hard, dense, unyielding, and 
frequently nodular and rough. The mucous 
membrane is never restored to its normal 
condition, but the effect of mechanical 
stretching and the therapeutic action of 
frequent dilatation will often result, not 
only in preventing recontraction, but in 
causing the absorption of the fibrous con- 
nective tissue which resulted in the forma- 
tion of stricture; in addition there will 
follow a softening and yielding of the 
walls of the diseased portion of the canal, 
so that in the course of time the normal 
dilatability of the canal will be almost 
completely restored, and no evidence of the 
former coarctation will remain. 

As soon as the patient has convalesced 
from an operation for stricture, a small 
metal bougie that will pass through the 
urethra without causing pain and hemor- 
rhage should be inserted at least twice a 
week. Instruments of gradually increasing 
size are to be inserted until one can be 
readily passed that corresponds in caliber 
to the full normal dilatability of the 
urethra. When this point is reached the 
patient should be instructed in the use of 
the bougie, which should be inserted twice 
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a week for at least six months, after which 
time it may be employed once a week for 
about three months longer. If the urethra 
is then found to be smooth and pliable, 
and no evidence of the coarctation is man- 
ifest, its use may be discontinued, unless 
there is reason to believe that a recontrac- 
tion is taking place, when the instrument 
must again be passed. 

The treatment of stricture is both local 
and constitutional. In young, healthy sub- 
jects, beyond giving attention to sexual 
hygiene and regulating the functions of the 
kidneys and bowels, but little is required. 
In elderly men, in those debilitated by loss 
of sleep and pain, in alcoholics, and in drug 
habitués, or in the presence of a diseased 
condition of the heart, kidneys, or bladder, 
all the knowledge and skill at the com- 
mand of the physician will be required. 

The extent to which a stricture should be 
dilated before treatment is discontinued is 
an important factor, and one that is not 
fully appreciated by the majority of physi- 
cians. Not infrequently cases are seen in 
which the normal dilatability of the urethra 
is 3 millimeters, and yet the patient is told 
that dilatation may be discontinued when a 
No. 27 bougie can be passed. To treat 
these cases in this manner is unscientific 
and reprehensible, since the patient is only 
temporarily improved, and in no sense 
cured, rapid contraction being the rule. As 
the normal dilatability of the urethra varies 
in different individuals, no fixed standard 
can be used as a guide. It has been shown 
elsewhere that the circumference of the 
middle of the flaccid penis bears a direct 
relation to the dilatability of the canal; and 
that by taking the measurement at the point 
indicated and comparing it with a standard 
scale devised for this purpose, in every in- 
stance the normal dilatability of the urethra 
can be approximately determined. 

In order to determine whether or not a 
stricture is cured, I continue the treatment 
until the urethra has been stretched to at 
least one number beyond its normal dila- 
tability. For example, if the normal caliber 
of a urethra that is strictured is 31 milli- 
meters, the dilatation is continued until a 














No. 32 bougie can be easily passed, after 
which, if the introduction of a No. 31 
bulbous bougie fails to detect any narrow- 
ing, bands, or roughness, and an endoscopic 
examination shows the canal to be in good 
condition, local treatment is discontinued. 

Meatotomy is frequently demanded for 
the relief of a mechanical impediment to 
micturition, or to facilitate the insertion of 
large instruments in performing urethral or 
vesical operations. It must be remembered 
that although this operation is justifiable 
in many cases, indiscriminate and fre- 
quently unnecessary extensive cutting is 
not rare and must be guarded against. The 
meatus urinarius is one of the points of 
normal urethral narrowing; its physiologic 
function is to accelerate the force of 
the discharge of semen and urine. When 
the slit-like opening is changed to a trau- 
matic hyperspadias, much discomfort re- 
sults to the patient, there being a dribbling 
at the termination of urination or a dimi- 
nution in the power of ejaculating the sem- 
inal fluid. The object to be accomplished 
in performing a meatotomy is merely to 
enlarge the opening sufficiently to permit 
of the insertion of a urethral or a vesical 
instrument. When the orifice is too much 
contracted to permit of this, a very slight 
incision, not extensive enough to interfere 
with the physiological function of the out- 
let, will frequently permit of sufficient 
dilatation to allow the introduction of the 
desired instrument. It is a good rule, 
when performing meatotomy, to make the 
opening too small rather than too large, for 
if the outlet has been made unnecessarily 
large an annoying deformity results, which 
is very difficult to remedy. 


OPERATIVE TREATMENT. 


The methods employed for the relief of 
stricture are gradual dilatation; continuous 
dilatation ; modified rapid dilatation; divul- 
sion; internal urethrotomy; internal and 
external urethrectomy combined; perineal 
urethrotomy, with or without a guide; 
urethrectomy; combined suprapubic cys- 
totomy with retrograde catheterism, and 
perineal urethrotomy; posterior urethral 
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retrograde catheterism; and finally electro- 
lysis. 

Gradual Dilatation.—This is the method 
of choice in the treatment of the large ma- 
jority of strictures, as it is readily carried 
out and is attended with comparatively lit- 
tle danger. Sir Henry Thompson, writing 
on this subject, says: “It is always to be 
the first method to be tried, because it is 
the safest and easiest mode.” Theoreti- 
cally it is a perfect procedure, but unfor- 
tunately it is not applicable to every ‘case. 
In soft recent strictures, the number of 
cures following gradual dilatation compares 
favorably with that resulting from internal 
urethrotomy, and, besides, it is devoid of 
the risk attending the latter operation. The 
method of gradual dilatation may be em- 
ployed for years with every advantage to 
the patient, no symptoms of obstruction 
manifesting themselves and no untoward 
effects arising from the prolonged use of 
the bougie. 

Gradual dilatation is indicated in all cases 
of recent dilatable stricture in any portion 
of the urethra, and in those cases in which 
the stricture is not resilient, irritable, or 
nodular. 

Firm, organized bands near the meatus, 
or two or three inches back, in the pendu- 
lous urethra, are best treated by means of 
internal urethrotomy, for in this portion 
of the canal they are prone to be resistant 
and rapidly recontract after dilatation. 

In the presence of diabetes and in ad- 
vanced disease of the kidneys gradual dila- 
tation is far safer than any other method 
of treatment. This is also true of cases 
suffering from debility, disease of the heart, 
broken-down health, or the aged. When 
chronic urinary fever coexists or fever fol- 
lows urethral instrumentation, dilatation 
should not be attempted; in these cases 
internal urethrotomy with perineal drainage 
is the method of choice. 

The instruments required for this method 
of treatment are: Assorted sizes of conical 
steel bougies with the Thompson curve, 
ranging from No. 12 to No. 35 of the 
French scale; a dozen filiform bougies; 
Gouley’s tunneled catheters, from No. 8 to 
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No. 16; various sizes of the Janet-Guyon 
or Le Fort dilators; and different sizes of 
flexible bougies, with conical, bulbous, and 
oval tips. 

In very tight strictures success will de- 
pend chiefly on the use of properly con- 
structed whalebone filiform bougies; those 
usually sold are coarse, stiff, and practi- 
cally worthless. Each whalebone should be 
thirteen inches long, and the diameter of its 
shaft should be small enough to permit it 
readily to slide through the channel of a 


No. 8 Gouley tunnel catheter of the 
French scale; the lower two and three- 
quarter inches tapers until it becomes 


absolutely capillary in fineness, terminating 
in an olivary tip at the end. It is well for 
the surgeon to make a dozen of these in- 
struments for his own use; these, with a 
little care, will last a lifetime. 

Treatment of Stricture of Large Caliber. 
—Both the urethra and the instrument to 
be used having been rendered aseptic, the 
operator begins by inserting a conical steel 
bougie, one or two sizes smaller than the 
diameter of the coarctation, as there is 
usually associated with this condition more 
or less hyperesthesia of the urethra, and if 
an instrument large enough to fill or dis- 
tend the stricture is used severe pain is in- 
duced, which will cause more or less spasm 
and interfere with the progress of the 
bougie. The structures surrounding the seat 
of obstruction are generally congested, 
chronically inflamed, and softened; if there 
is much distention, the mucous membrane 
is easily lacerated, more or less hemor- 
rhage results, and there is pain after mic- 
turition. Occasionally, as the result of the 
abrasion or laceration of the mucous mem- 
brane, urethral fever follows; by begin- 
ning with a bougie smaller in diameter 
than the caliber of the stricture, this com- 
plication is frequently avoided. If the in- 
strument produces but little pain, the con- 
fidence of the patient is gained, and after 
the bougie has been passed a few times 
much more rapid progress can be made 
than when force is used. As the pain of 


insertion diminishes and as the amount of 
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hemorrhage following the introduction is 
lessened or ceases, a larger instrument is to 
be used. It should be introduced more fre- 
quently than every third day; at first it 
should be immediately withdrawn; later on, 
when the irritation caused by its insertion 
disappears, it may be allowed to remain 
in situ for from five to ten minutes, pro- 
viding its presence in the urethra does not 
cause the patient any discomfort. 
Treatment of Filiform Stricture by 
Gradual Dilatation—tThe first cases to be 
considered are those of deep-seated stric- 
ture, unattended by retention of urine, sit- 
uated near the bulbomembranous junction, 
and having so narrow a caliber that they 


cannot be traversed by the ordinary 
urethral instruments. Such cases are fre- 
quently considered as “impermeable,” 


whereas in reality a stricture that is non- 
traumatic that will allow a_ small 
amount of urine to pass, or even to trickle 
through in drops, will, if skill and perse- 
verance are employed, permit the passage 
of a filiform bougie into the bladder. In 
the majority of such cases dilating instru- 
ments may be guided over the filiform, 
through the stricture, however tight, and 
this then overdistended, and a comparative 
cure effected much more safely than by a 
cutting process. 

The successful passage of a filiform 
bougie through a tight stricture is depend- 
ent on the use of properly constructed in- 
struments and on an accurate knowledge of 
how to use them. There are two varieties 
of filiform bougies on the market—the flex- 
ible French instrument and the old-fash- 
ioned whalebone bougie. The former is an 
excellent instrument, and safer than the 
latter in the hands of those not accustomed 
to urethral instrumentation. Unfortunately, 
their flexibility and caliber render them of 
little service in very tight, tortuous 
strictures, through which a whalebone fili- 
form can be passed with comparative ease. 
John H. Brinton, whose dexterity in the 
use of these instruments was universally 
admitted, and to whom I am indebted for 
any knowledge or skill that I may possess 


and 




















regarding their employment, laid down a 
cardinal rule from which he never deviated: 
“Never attack with a filiform a stricture, 
especially a tight one, after the use, on the 
same day, of any catheter, bougie, or ex- 
plorer. The chances are against you if you 
do. The filiform should always be used 
first, as any other instrument, hard or soft, 
especially if of larger size, is apt to press 
or ram the aperture of the stricture or walls 
together. Its opening is thus distorted and 
rendered difficult of access; the stricture 
becomes for some time impermeable to 
instrumentation, although passable by 
urine.” 

In order to employ these instruments 
successfully the urethra is first examined 
and the location and caliber of the stric- 
ture are determined; the patient then re- 
turns home, and is directed to keep quiet, 
take a laxative, and five grains of quinine 
together with one ounce of whisky one hour 
before his next visit. When he returns he 
is preferably placed on a narrow table, with 
the shoulders slightly elevated; the parts 
are sterilized in the usual manner. Irriga- 
tion of the urethra should not be attempted, 
as it is likely to cause spasm and thus inter- 
fere with the intended instrumentation. 
One drachm of a two-per-cent solution of 
cocaine is injected into the urethra and re- 
tained for five minutes, at the end of which 
time it is permitted to escape and half a 
drachm of a five-per-cent emulsion of iodo- 
form in glycerin is injected ; this serves not 
only as a prophylactic measure against the 
development of urethral fever, but is an 
excellent lubricant as well. The penis is 
now grasped with the left hand, behind the 
glans, and a filiform inserted into the 
urethra and passed along the floor of the 
canal until the obstruction is encountered, 
when its progress will probably be arrested. 
It should then be gently rotated between 
the thumb and finger; no effort or force 
must be employed to make it pass onward, 
but another filiform should be passed 
alongside of the first one and the same 
gentle manipulation made. If this fails to 
find the aperture, the process should be re- 
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peated until six or eight whalebones have 
been inserted; then each one in turn should 
be rotated slightly. “Use no force, but let 
every motion be gentle; the more so, the 
better chance of immediate success. Re- 
member that there must be an opening 
through the stricture; it may be small and 
out of the center, but tact will surely find 
it—force or impatience never” (Brinton). 
Should the effort to pass the instruments 
prove unavailing, it is wise to allow the 
patient to rest for a moment, leaving the 
filiforms in situ. Then manipulating each 
in turn again, frequently one will be found 
that will traverse the contracted portion of 
the urethra and enter the bladder. When 
the operation is successful, the surgeon will 
be surprised at the ease with which the 
instrument is passed through the stricture, 
once the aperture is found. If the opening 
cannot be detected, two or three filiforms 
should be withdrawn and then reinserted, 
working on the other side of the patient, 
when the whalebone will often enter the 
opening. Brinton believes that the “hand 
instinctively works toward itself, and so 
directs the filiform. Thus it happens if 
the stricture opening is eccentric, the bou- 
gie may travel away rather than toward 
the opening sought.” If, after a fair effort, 
the instrument fails to pass, or if the pa- 
tient becomes exhausted or restless, or 
there is a slight but steady urethral hemor- 
rhage, all attempts at instrumentation 
should be discontinued for at least twenty- 
four hours. In the case of hemorrhage the 
blood may clot and form a sticky mass that 
blocks the opening of the stricture and ren- 
ders instrumentation, for the time, impos- 
sible. Gentle manipulation, carried out in 
the manner indicated, will eventually, in 
the large majority of cases, result in the 
successful passage of the instrument, after 
which an effort should be made to pass the 
smallest size Gouley’s tunneled catheter 
over the filiform, which latter serves as a 
guide: if this succeeds, the instrument 
should be withdrawn and the next larger 
size introduced. This is all that should be 
attempted at the first treatment. The pa- 
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tient should then be put at rest for twenty- 
four hours, and two days later the filiform 
should be reinserted and larger sized tun- 
neled catheters passed, increasing the size 
as the pain, irritation, or hemorrhage 
caused by the instrument subsides. Thus 
the stricture is gradually dilated until about 
a 16-millimeter opening is made, after 
which the dilatation may be continued with 
rubber bougies inserted every third day 
until a No. 24 can be passed, when the 
cure may be completed by using metal in- 
struments, in the manner described under 
the treatment of strictures of'large caliber. 
It will often be found that a filiform stric- 
ture will resist all efforts at dilatation until 
its caliber has been brought to about 18 
millimeters, after which it will suddenly 
yield, making further instrumentation easy. 
If the orifice of the stricture cannot be 
found by the filiform, instrumentation may 
be facilitated by introducing the endoscope 
down to the seat of obstruction and passing 
the filiform by means of direct vision. 

When efforts to pass either the whale- 
bone or the whip filiform have been unsuc- 
cessful, but it is found that the point of 
the instrument has become engaged in the 
stricture, a simple expedient that is occa- 
sionally successful is to leave the instru- 
ment in the grasp of the coarctation, when, 
on making another attempt a few hours 
later, it will often be found that the bougie 
can readily be passed. Dilatation of this form 
of stricture is readily accomplished if the 
caliber is such that the smallest size whip 
bougie or the dilators of either Janet- 
Guyon or Le Fort can be passed ; when this 
can be done, by screwing on the follower 
and passing it through the stricture, then 
withdrawing it, and following with bougies 
two or three numbers larger, the coarcta- 
tion can be sufficiently dilated to permit the 
remainder of the treatment to be carried 
out with the ordinary metal instruments. 

In filiform strictures in which instru- 
mentation causes constant hemorrhage, irri- 
tation, frequency of micturition, or pro- 
static spasm, gradual dilatation should not 
be attempted; this is true also of those 
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cases in which it is found impossible to in- 
sert the filiform bougie, or if the whalebone 
guide has been passed and a tunneled cathe- 
ter or a dilator cannot be successfully 
passed over it through the constriction. 
Continuous Dilatation—This method of 
treatment is employed for the relief of 
strictures of filiform caliber, situated in 
the bulbous or membranous portion of the 
urethra. This mode of treatment is ap- 
plicable to two conditions: First, that in 
which a stricture of small caliber is situated 
near the bulbomembranous junction of the 
canal, is associated with retention of urine, 
and is not amenable to gradual dilatation ; 
secondly, that in which the caliber of the 
stricture will permit only a filiform to be 
passed, the patient being, however, able to 
micturate with sufficient ease to permit him 
to be prepared for a radical operation. 
When the character of the stricture is such 
that only a whalebone or a “whip bougie” 
can be passed through the contracted por- 
tion of the canal, the instrument should be 
allowed to remain in the urethra for from 
three to four days, when it will be found 
that the dilating and relaxing effect of the 
continuous dilatation resulting from the 
presence of the bougie will be sufficient in 
most cases not only to facilitate but to per- 
mit the passage of some one of the various 
forms of urethral dilators, such as the 
Gouley tunneled catheter or the Janet- 
Guyon, Le Fort, or Thompson dilators. 
Continuous dilatation is of great value used 
in conjunction with more radical measures, 
so preparing the canal that the stricture can 
afterward be treated as the surgeon may 
deem most expedient. When continuous 
dilatation is suspended, further treatment 
by gradual dilatation is to be carried out; 
if this is found to be impracticable, modi- 
fied rapid dilatation is the next choice of 
methods. If an internal urethrotomy is 
required and stricture must be divided from 
before backward, the stretching that the 
contraction has undergone will readily per- 
mit the use of such instruments as the 
urethrotome of Maissoneuve or of Tree- 
van. Moreover, should it be necessary to 





























perform a perineal urethrotomy in conjunc- 
tion with other work required within the 
canal, the preceding dilatation of the stric- 
ture greatly simplifies this procedure, as a 
grooved staff can readily be introduced and 
the membranous urethra opened by means 
of a guide, in place of the more difficult 
maneuver of attempting this operation 
without one. 

Filiforms should be passed in the man- 
ner already described when discussing the 
treatment of this form of stricture by grad- 
After the instrument is 
inserted, it should be _ fastened so 
that it cannot slip out of the urethra, the 
urine being passed either in drops or in a 
small stream running alongside of the bou- 
gie. When the case is complicated by re- 
tention of urine, the filiform having been 
passed, an attempt should be made to 
thread a Gouley tunneled catheter over the 
whalebone; this is passed through the ob- 
struction and the urine withdrawn, after 
which the bladder should be irrigated with 
a sterilized warm boric acid solution, a 
small quantity being allowed to remain in 
The catheter should then be 
withdrawn, being careful to leave the fili- 
form in place in the urethra; if it becomes 
necessary, in the course of a few hours, 


ual dilatation. 


the viscus. 


the catheterism may be easily repeated. If 
it is found impossible to guide any instru- 
ment for withdrawing the urine along the 
filiform and the symptoms of retention are 
not urgent, the whalebone should be left in 
the urethra, and the patient given a hot 
lemonade, a hot bath, ten grains of quinine, 
and one-fourth of a grain of morphine, 
and a hot flaxseed poultice should be ap- 
plied over the lower abdomen; he should 
then be wrapped up warmly in blankets 
and allowed to perspire freely. In a short 
time it will usually be found that the dis- 
tended bladder will gradually be emptied 
by constant dribbling of the urine along- 
side the bougie, and an attempt to pass a 
tunneled catheter a few later 
usually be successful. the 


hours will 
When 


toms are urgent, the bladder having been 
distended for a long period of time, the 


symp- 
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organ should be aspirated and free per- 
spiration induced. If, in the course of a 
few hours, the urine reaccumulates in the 
bladder, and catheterism is still found to 
be impossible, a _ perineal urethrotomy 
should be performed without further de- 
lay, using the filiform bougie for a guide, 
and the staff designed for this purpose. 
After the has been 
opened and the bladder drained, the normal 
caliber of the urethra should be reéstab- 
appropriate measures and a 
catheter inserted. 

Modified Rapid Dilatation—The bulbo- 
membranous junction is the commonest 
site for the formation of annoying stric- 
tures, filiform in character. Of the many 
methods advocated for the relief of this 
condition, the one that, in my hands, has 
given the most satisfaction is modified 
rapid dilatation. The success of the opera- 
tion is, as Brinton says, due largely to “the 
intelligent use of rightly constructed capil- 
lary whalebone which 
qualities not to be found in the gum or soft 
instruments, no matter how minute.” In 
addition to this, I believe that the proper 
method of passing a tunneled instrument 
along a filiform as a guide is the essential 
feature of a successful operation; and it is 
the want of a proper understanding of the 
technique of this part of the operation that 
has resulted in many failures and brought 
the method into disrepute. In my expe- 
rience a deep impermeable stricture is ex- 
ceedingly rarely seen, and I believe that by 


membranous urethra 


lished by 


bougies, possess 


skill and patience a filiform may be made 
to pass through almost any coarctation, no 
matter how small or how devious its 
course; after which, by adroitness and the 
successful 
termination may be brought about by 


either gradual or modified rapid dilatation. 
f 


exercise of good judgment, a 


O the former is the method of 
choice, but if it is found impossible to em- 


ploy this, a modified rapid dilatation may 


these, 


be accomplished with the least loss of time 
and the minimum amount of suffering and 
risk to lige. It 
and satisfactory results as could possibly 


secures aS permanent 
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be obtained by any other method. In over 
1000 cases treated by this method failure 
or loss of life did not follow in a single in- 
stance, and the tendency for recontraction 
to take place was no greater than in those 
cases treated by cutting operations. Stric- 
tures subjected to modified rapid dilatation 
are stretched and not lacerated, as is shown 
by the small amount of hemorrhage that 
attends the operation. A urethroscopic ex- 
amination made a few days later will dis- 
close the fact that the urethral walls are 
smooth and not ragged, as would be the 
case if laceration had occurred. The oppo- 
nents of this operation claim that the 
method cuts and lacerates the stricture, 
whereas the wound made by a urethrotome 
is a clean incision. This statement is dis- 
proved by the fact that by a modified rapid 
dilatation the stretching is done gradually, 
slowly, and gently; the strictured tissues 
give way first, and the traumatism is lim- 
ited to the constricting bands. On the con- 
trary, the incision made by the urethrotome 
is not limited, and both diseased and healthy 
tissues are severed, resulting often in alarm- 
ing, and in some instances even in fatal, 
hemorrhage, with the attendant increased 
danger of sepsis. In the hands of skilful 
urethrotomists the mortality has been 
placed at two per cent; in those of less skil- 
ful operators, between five and six per cent, 
a rate that I believe is much too high. 
Nevertheless, a method of treatment that, 
under the most favorable circumstances, is 
attended with a death-rate of two per cent 
cannot compare favorably with one that 
accomplishes the same results with prac- 
tically no mortality. 

Modified rapid dilatation is applicable to 
the treatment of strictures in the region of 
the bulbous and membranous portions of 
the urethra which are not resilient, irritable, 
or nodular. It should not be performed in 


those suffering from urinary fistula, abscess 
of the prostate gland or perineum, or in 
those cases in which urethral instrumenta- 
tion is always attended by urethral fever. 
It may be performed primarily to facilitate 
the introduction of a urethrotome or the 
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passage of a grooved staff, so that a re- 
quired perineal urethrotomy may be per- 
formed by means of a guide. 

Instruments and Preparations for Opera- 
tion.—The necessary instruments are a set 
of metallic sounds; filiform bougies; half 
a dozen Gouley tunneled catheters of as- 
sorted sizes; a soft-rubber and two flexible 
silk catheters, one of which should termi- 
nate in an oval tip and the other in a “rat- 
tail” extremity; an irrigating bottle large 
enough to hold a pint of fluid; a glass 
syringe with a capacity of four ounces; a 
wire stylet for the purpose of rendering the 
soft-rubber catheter firm; a Thompson and 
a Gross dilator. 

The Thompson dilator is 7 millimeters 
thick at its beak and 11 millimeters at the 
thickest portion of its shaft, and can be 
dilated to 22 millimeters. 

The Gross instrument is 14 millimeters 
thick at the beak and 18 millimeters at the 
upper portion of the shaft, and when the 
blades are fully separated will dilate to 36 
millimeters. In addition to the instruments, 
there should be on hand six ounces of a 
five-per-cent solution of iodoform in glyc- 
erin; a mercury bichloride solution, 1:1000; 
a quantity of warm sterilized boric acid 
solution; sterilized gauze; sponges; and 
tapes, wherewith to fasten the catheter in 
place after the operation. 


OPERATION. 


Four days before the operation, a meatot- 
omy, if necessary, should be performed, 
after which a filiform bougie should be 
inserted into the urethra as far as the neck 
of the bladder, and fastened so that it will 
not slip out; the patient should then be put 
to bed. The instrument makes continuous 
dilatation, the urine passing alongside of 
the whalebone. If at the end of the third 
day it is found that the quantity of urine 
secreted in twenty-four hours is normal 
and the amount of urea is not below one 
per cent, it is safe to proceed with the op- 
eration. 

Some hours before the operation a rectal 
enema made up of magnesium sulphate, 























glycerin, soap-suds, and a pint of warm 
water is administered, and one hour before 
the patient comes to the operating table he 
is given a hypodermic of one-fourth of a 
grain of morphine and one-twentieth of a 
grain of strychnine. 

After administering ether the anterior 
urethra is gently irrigated with a solution 
of mercury bichloride 1:20,000, and two 
drachms of the iodoform emulsion is in- 
jected into the urethra. The end of the 
filiform protruding from the urethra is now 
threaded through the tunnel of the Thomp- 
son dilator, which is passed very gently 
along the whalebone, which acts as a guide, 
until the obstruction is reached. The dila- 
tor should not be forcibly thrust onward, 
but its progress facilitated by making slight 
traction on the filiform and at the same 
time gently sliding the instrument down- 
and onward until its further ad- 
vancement is arrested by coming in contact 
with the face of the stricture, when all at- 
tempts to push or slide the dilator further 
should be desisted from. If this rule is not 
observed there is always danger of break- 
ing the filiform, especially if it is bent by 
passing through a coarctation with an ec- 
centric aperture. As soon as the beak of 
the dilator comes in contact with the stric- 
ture, the filiform should be slightly with- 


ward 


drawn and both the bougie and the dilator 
grasped, so that their lengths will be closely 
approximated, and then moved forward to- 
gether by the same motion of the hand; by 
adopting this expedient it will be found that 
the dilator will be guided by the lower ex- 
tremity of the whalebone and will readily 
advance, passing through the. constricted 
portion of the canal until the neck of the 
bladder is reached, as the handle of the 
instrument is made slowly to descend down- 
ward between the thighs. If the instrument 
has passed successfully through the stric- 
ture, it will be found to be freely movable, 
and urine will frequently escape alongside 
of the shaft. It now remains to stretch the 


stricture, which is accomplished by dilating 
it in three different portions—the posterior, 
middle, and anterior—by slowly turning the 
thumb-screw on the handle of the instru- 
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ment. The dilatation should be performed 
gradually by alternately lessening and in- 
creasing the screw power until the desired 
dilatation is produced. After the posterior 
segment of the coarctation has been dilated, 
the tension is lessened two millimeters, the 
blades are slightly withdrawn, and the mid- 
dle and anterior segments of the stricture 
are treated in the same manner, so that the 
entire contracted portion of the canal has 
been dilated up to the full capacity of the 
Thompson dilator. Both the filiform and 
the dilator are now withdrawn, the Gross 
instrument inserted, and the operation pro- 
ceeded with in exactly the same manner as 
when using the Thompson dilator, being 
careful to see that the caliber of the urethra 
is restored to its full normal dilatability 
before the instrument is removed. 

In order to determine that the stricture 
has been fully dilated and that future in- 
strumentation will be rendered easy, a full- 
sized metallic bougie should be passed. If 
it is found that the operation has been suc- 
cessful, a soft-rubber catheter should be 
passed through the urethra and fastened in 
place. The introduction of this instrument 
will be facilitated by the insertion in it of a 
wire stylet, which is withdrawn when the 
neck of the bladder is reached. As soon as 
the urine has escaped, the bladder should 
be irrigated with a boric acid solution and 
two drachms of the iodoform emulsion in- 
jected into the organ. The catheter should 
not be removed until the fourth day, after 
which a conical steel bougie should be 
passed twice a week after the manner di- 
rected when considering the treatment of 
such conditions by gradual dilatation. 
As a rule, no. after 
required beyond giving attention to the 
drainage and the bowels, and performing 
irrigation of the bladder. The patient 
should be kept on a light diet until the 
catheter has been removed. If such cases 
are examined months after they have un- 
dergone this method of treatment, in the 
majority of instances no evidence of a pre- 
existing urethral obstruction can be found. 


treatment is 


(To be continued.) 








DANGERS ATTENDING OPERATIONS UPON GONORRHEAL SUBJECTS.! 


BY J. TORRANCE RUGH, M.D., PHILADELPHIA, 
Associate in Orthopedic Surgery, Jefferson Medical College; Orthopedic Surgeon, Methodist Hospital, etc. 


That gonorrhea may become a constitu- 
tional infection has been recognized for a 
number of years, chiefly because of the 
character of the lesions set up in various 
portions of the body. No matter where 
the primary focus of infection is located, 
metastasis may occur, and the degree of 
virulence of the initial lesion appears to 
bear no relation to the severity of inflam- 
mation in the involved parts. The spread 
of the disease occurs through the lymph 
and blood channels, and the complicating 
condition may be due to the direct infection 
by the gonococcus or by the action of the 
toxins developed in and absorbed from the 
local focus of disease wheresoever it may 
be located. The disease has a predilection 
for serous surfaces or those with an endo- 
thelial covering, but the severity of the in- 
flammation is more frequently expended 
upon the tissues adjacent to these struc- 
tures. A notable exception to the suscepti- 
bility of the serous surfaces is the perito- 
neum. This structure has a_ peculiarly 
marked resistance to gonococcus infection, 
and in those cases in which it does take 
place it is almost always in the female and 
occurs by direct transmission through the 
Fallopian tubes. In the male it does not 
occur except by accidental means. The 
process may also attack primarily the peri- 
articular structures instead of the synovial, 
and cases of osteitis and periostitis have 
been known to follow urethral infection. 

The form of inflammation occurring in 
these cases may be either acute or chronic 
and may involve one special portion or mul- 
tiple parts. There may be infection by the 
gonococcus alone or it may be mixed with 
other pyogenic organisms, and if a suppu- 
rative process results in a part, it may be 
due to the action of one or both of these 
bacteria. A debilitated subject is more 
likely to develop complicating inflamma- 


1Read at the meeting of the South Branch of the Phil- 
adelphia County Medical Society, May 28, 1909. 





tions than is a healthy one, and males are 
much more susceptible to the constitutional 
manifestations than females. A trauma- 
tism to a given region, especially to a joint, 
will predispose that part to the infection if 
the blood has become contaminated with 
the cocci, yet certain joints, notably the 
knee and ankle, show especial susceptibility 
to the infection. The reason may lie in the 
greater traumatism of function inflicted 
upon these parts by the ordinary duties of 
every-day life and consequent lessened re- 
sistance to the attack of the germs or their 
toxins. 

Until recent years many of these facts 
were not even suspected, and while so-called 
“gonorrheal rheumatism” was recognized, 
it was not looked upon as due to a direct 
infection from the focus of disease. There 
is no doubt, however, that we still have 
much to learn in regard to the complica- 
tions of this infection, and that the future 
will reveal much more extended and exten- 
sive results which are at the present time 
unsuspected. The popular belief that “clap 
is no worse than a cold” will give way to 
the knowledge that it is a most dangerous 
proposition, both in its local and in its sys- 
temic manifestations, but especially in the 
latter. The layman, however, is not the 
only one who will realize this fact. While 
physicians and surgeons appreciate the pos- 
sibilities of metastasis in an attack, they 
will later come to view the onset with con- 
cern and to watch with the greatest vigi- 
lance for the outbreak of any complication, 
and endeavor to devise ways and means to 
minimize the danger of such spreading. 
Furthermore, the time will come when the 
surgeon will seriously question the advis- 
ability of operation upon a part which is 
susceptible to gonorrheal metastasis while 
the patient is still suffering or has only re- 
cently recovered from an attack of gonor- 
rhea. This fact has not been brought out 
by surgeons or writers, but it undoubtedly 
constitutes a real danger to the patient and 



































hence will cause the operator to hesitate and 
weigh carefully the demands of the case 
and the risks incident to such an infection. 

Surgical interference should be employed 
only under the most urgent conditions, and 
then most thorough antisepsis should be 
added to most careful asepsis, and a gono- 
coccicide should be used in addition to bi- 
chloride, formaldehyde, or other agent. We 
know that it is not always possible to dis- 
cover the gonococcus in a part which is the 
seat of a metastatic inflammation, yet there 
exists no doubt nor room for doubt as to 
the relationship between the primary and 
secondary foci of infection and inflamma- 
tion. The chronicity or persistency of the 
inflammation or infection, the acuteness 
and intensity of the symptoms at the onset, 
together with the history of an attack of 
gonorrhea either still active or having sub- 
sided within three or four weeks, make an 
almost unmistakable clinical picture. Fur- 
thermore, the fact is well recognized that 
the infection may persist for a very long 
period of time, extending into years in some 
instances, and that a relighting of the proc- 
ess or stirring it into activity may follow 
traumatism, alcoholic or venereal excesses 
(which are really traumatisms of function), 
or lowering of the powers of resistance to 
this germ. We are accustomed to look with 
concern upon our operative tubercular or 
septic cases and to anticipate metastases 
after such traumatism, and experience and 
observation will teach us to view a gonor- 
rheal case in the same light, though the 
histology of the susceptible structures will 
limit somewhat the extent of the involve- 
ment. An endocarditis or polyarthritis de- 
veloping subsequent to such operation 
would prove as serious and disconcerting 
as a series of abscesses from other condi- 
tions. 

Two cases of operation upon patients 
who had been infected with gonorrhea 
have furnished such striking instances of 
the dangers that may attend this form of 
infection as to render them worthy of rec- 
ord. Surgical literature is singularly lack- 
ing in reports of cases which have devel- 
oped acute gonorrheal inflammation or in- 
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fection after surgical operations upon parts 
which either had never been infected or 
had been involved a long time previously, 
though that such complications have been 
observed by operators is scarcely to be 
doubted. Metastasis is an actual danger in 
all forms of bacterial infection, such as 
tuberculosis, streptococcus, staphylococcus, 
, etc., though of course it is much 
more probable in some than in others. As 
before remarked, however, we must come 
to regard an attack of gonorrhea with con- 
cern, and especially so if surgical interfer- 
ence becomes necessary upon an infected 
or a remote but susceptible part, and the 
progress and final prognosis in such in- 
stances must be most carefully guarded. 
The first case upon which I operated was 
A. G., aged fifty-three years. His general 


erysipelas 


health had always been good until an attack 
of gonorrhea at forty-eight years of age. 
The attack was complicated by an acute 
arthritis of the right knee coming on in the 
fourth week. He finally recovered from 
the urethral infection, but the knee re- 
mained troublesome. Under the slightest 
traumatism it would become swollen, pain- 
ful, and red, and each attack left it a little 
more thickened and with a little less func- 
tion than previously. When I first saw him, 
the knee was greatly enlarged, absolutely 
rigid, and painful, and there was marked 
atrophy of the muscles of the thigh and 
leg. He had used crutches for several 
years and was unable to bear any weight 
upon the leg. The pain was worse at night, 
and his health was seriously impaired by 
his suffering and the enforced inactivity. 
An operation to remove the joint surfaces 
and insure a rigid leg was advised and ac- 
cepted. Shortly afterward the operation 
was performed. The joint on being opened 
showed extensive thickening of the soft 
structures with fibrous adhesions between 
the bone ends. The articular cartilages were 
removed from both the femur and tibia, the 
thickened synovial sac cleared away as 
freely as possible, and the leg placed in ex- 
tension. Drainage was accomplished by a 
dozen silkworm-gut strands and the leg 
immobilized by an interrupted plaster-of- 
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Paris splint. Recovery was uneventful for 
four days, during which time the drainage 
was removed and the wound carefully 
dressed. Swelling then began in the part 
and rapidly progressed. Pain set in and 
there was a moderate elevation of temper- 
ature, but no pus formation took place at 
any time. Several stitches were removed, 
but nothing discharged excepting a saneous 
fluid, which continued for a week. The 
thigh portion of the cast was split through- 
out its entire length because of the extreme 
swelling. The wound was_ thoroughly 
flushed twice daily with a bichloride solu- 
tion. The outcome became very doubtful, 
as the patient developed a mild delirium 
together with extreme physical depression. 
Gradually, however, under profound stim- 
ulation he began to improve, and was gotten 
out of bed-at the earliest possible moment. 
The wound began to heal, and recovery 
took place slowly but without further inci- 
dent. Six months later he was able to walk 
with the greatest ease and comfort without 
artificial support, and had gained in weight 
and strength to a remarkable degree. (A 
few weeks ago, three years since operation, 
I incidentally learned that he was dying 
from cancer of the rectum.) 

I am satisfied that the reaction in this 
case was due to the old infection, though 
no bacteriologic examination was made of 
the secretions. Even if such had been done 
the finding of the gonococcus would have 
been conjectural, yet the continued involve- 
ment of the joint from the time of the first 
attack with the appearance of the parts at 
the time of operation and the absence of 
purulent infection made it a clinical cer- 
tainty even though not bacteriologically 
proven. 

The second case was of a different type 
and illustrates a separate proposition, to 
the effect that operation upon or near to a 
susceptible part in a patient infected with 
gonorrhea (or but recently so), even 
though the part be entirely free from any 
complication or metastasis, may be fraught 
with serious consequences and is to be most 
carefully considered. 

The patient, G. M., aged twenty, was 
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a miner. In December, 1906, he was in- 
jured by a fall of slate in the mines and 
suffered a dislocation of the head of the 
right femur into the obturator foramen. 
This was not discovered until eight weeks 
later, when he was brought to the city and 
admitted to the Methodist Hospital, where 
an «x-ray was made. Reposition was ad- 
vised, and on February 1, 1907, was at- 
tempted under full anesthesia. He had 
been carefully and thoroughly prepared for 
operation, the intention being to attempt 
manual reposition, and failing in this, to 
cut down and replace by open incision. 
After a half-hour’s unsuccessful work with 
traction and manipulation, he was again 
prepared for operation and the joint ex- 
posed by an anteroexternal incision. After 
cutting through the inferior portion of the 
Y-ligament, the head was replaced in its 
normal position, though not without some 
difficulty. The wound was drained and 
dressed and the patient returned to bed. On 
the fifth day the temperature began to rise, 
and on the eighth pus appeared in the 
wound. On the ninth day the temperature 
rose to 104°, and under nitrous oxide anes- 
thesia a counter-opening was made on the 
posterior surface of the hip and a pocket 
on the outer side was drained. The pus 
which discharged was different from what 
is commonly seen in postoperative infec- 
tions, and I was at a complete loss to ex- 
plain the high temperature and other symp- 
toms. It clearly was not streptococcus pus, 
and yet the picture was not that of a sta- 
phylococcus infection. Four or five drainage 
operations were necessary in the following 
five weeks as the pus burrowed to the inner 
side of the thigh, upward under Poupart’s 
ligament, and posteriorly into the gluteal 
muscles. The joint remained uninvolved, 
but all about it was the seat of a violent 
infection. The man’s vitality became lower 
and lower in spite of stimulating and sup- 
porting treatment, and a typical typhoid 
state with mild delirium supervened, which 
caused no small amount of concern to all. 
Just at this time the hospital was without a 
pathologist, and cultures were not made of 
the pus or discharge. Finally, in the sixth 
































week, there appeared a slight change for 
the better and a lessening of the discharge, 
and at the end of the twelfth week the 
wounds had all closed and he was able to 
go about on crutches. 

At this time his home physician informed 
me that the man had just gotten over an 
attack of gonorrhea before the operation 
was performed, and that it had been con- 
tracted before the accident in December. 
This information served to throw light 
upon much that had been previously unex- 
plainable and furnished food for thought. 
The history was then gotten from the pa- 
tient that he suffered from gonorrhea for 
two weeks prior to his accident, and that 
the discharge had ceased about one week 
before he entered the hospital for operation, 
having run its course in about nine weeks. 
There was no return of the urethral dis- 
charge at any time afterward. He returned 
to his home at the end of three months, but 
came to the hospital three weeks later be- 
cause of an adduction contraction of the 
leg and beginning ankylosis of the hip. He 
had neglected to move the leg as directed, 
and had continued the use of crutches and 
allowed muscle spasm to bring about a 
malposition of the part. Ether was admin- 
istered, and the hip manipulated freely and 
easily, showing that the fixation and adduc- 
tion were due almost entirely to his own 
muscular efforts. He was put to bed after- 
ward, and in two days his temperature shot 
up to 103° and he developed an abscess in 
the old site about the hip, which opened at 
three spots. The character of the pus was 
identical with that previously present, and 
it continued to discharge for a period of 
ten days. The temperature fell as soon as 
free drainage was established, and careful 
movements of the hip were begun at the 
earliest possible date. He returned to his 
home at the end of three weeks feeling well 
and having about 30 degrees of motion in 
the hip and the ability to take a few steps 
on the leg. A later report from him was to 
the effect that he could walk well, but did 
not have free use of the leg. 

In the judgment of all who saw him and 
who learned of the gonorrheal history, this 
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was a case in which there was a metastasis 
of the gonococcus to the site of the opera- 
tion. There was no urethral discharge at 
the time nor subsequently, so that the in- 
fection must have spread through the blood. 
The peculiar creamy character of the pus, 
the persistence of the discharge, the very 
profound constitutional reaction, and the 
subsequent relighting following the manip- 
ulation to restore the function of the joint 
furnish a clinical picture which is prac- 
tically complete and which does not lend 
itself to any other explanation. It was not 
explained by the ordinary septic infection 
at the time, and unfortunately it was not 
verifiable by laboratory examination. <A 
positive finding would, of course, have 
clinched the diagnosis, though a negative 
one would not have disproved it. 

Two lines of treatment would be open to 
trial in those cases in which the metastatic 
condition is present or suspected. The first 
is one upon which I have come to rely im- 
plicitly in all cases of gonorrheal joints be- 
cause of the uniformly good results attend- 
ing its use. It consists in the administra- 
tion of the syrup of ferrous iodide, begin- 
ning with half-drachm doses and rapidly 
running up to two drachms three times 
daily, given in plenty of water one hour 
before or two hours after meals. With this 
should also be given mercury bichloride gr. 
1/24 in pill form. If the stomach rebels to 
the iodide, essence of pepsin should be 
added as a corrective. No other form of 
the iodide will prove as effective as this, 
but it must be given in large doses. 

The other method of treatment is in the 
use of antigonococcus serum or vaccine. 
The joint varieties of inflammation appear 
to yield best to this form of medication, 
though it has not been found to exert any 
effect upon suppuration either in preventing 
or in controlling it. If, however, its use 
will counteract at least a few of the sys- 
temic effects of the poison and so lessen 
the ravages of the attack, it will prove of 
inestimable value in combating what is 
both a troublesome and a very serious in- 
fection. A thorough treatment with the 
serum prior to operation might prevent pos- 
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sible complications. This method is yet in 
the experimental stage. As before re- 
marked, there is much to be learned regard- 
ing the immediate and remote effects of this 
disease as well as regards the best means 
of controlling its complications, and phy- 


sicians and surgeons must be constantly 
alert to the increasing multiplicity of its 
manifestations and likewise to the increas- 
ing dangers of complications attending ac- 
cidental or necessary traumatisms to sus- 
ceptible parts. 





THE VALUE OF PHENOLPHTHALEIN FROM A THERAPEUTIC STANDPOINT. 


BY A. L. BENEDICT, A.M., M.D., 
Consultant in Digestive Diseases, City and Riverside Hospitals; Attendant, Mercy Hospital, Buffalo. 


Enough time has elapsed to enable the 
profession to make a fairly reliable esti- 
mate of the value of phenolphthalein as a 
therapeutic agent. The general consensus 
of opinion is that it is of little use in single 
dose to produce a clearing out of the bow- 
els, but that it is efficient as a laxative, 
given somewhat like cascara, in one to three 
daily doses, for periods of a few days to 
weeks. It also seems to correspond to the 
conception of a cholagogue, and to tend to 
produce a free flow of bile and to check 
local bacterial processes in the gall-bladder 
and biliary passages. It certainly produces 
relief in cases more or less established, as 
biliary lithiasis, hepatic torpor, and conges- 
tion, but the difficulty of reducing clinical 
impressions to a scientific basis makes one 
hesitate to speak definitely of such condi- 
tions and their therapeutics, from either the 
pathological or physiological standpoint. 
While I am not entirely skeptical of the 
ultimate ability of the physician to disinte- 
grate, if not dissolve, gall-stones and to 
cause their expulsion, I do not know of any 
successful use of phenolphthalein in this 
way, nor, from the standpoint of symptoms 
in cases apparently of this nature, have re- 
sults been obtained superior to those form- 
erly achieved with strontium and other sal- 
icylates. Indeed, in the frequently employed 
combination of phenolphthalein with sali- 
cylic acid, sodium acid oleate and menthol, 
it is questionable how far the benefit is due 
to the first. 

The action of phenolphthalein is ascribed 
to a direct irritation and production of in- 
creased peristalsis. I have not observed 
any untoward symptoms of irritation, fur- 
ther than what might be due to any means 





of increasing peristalsis. In a case of can- 
cerous obstruction of the upper rectum and 
sigmoid, at two points about two inches 
apart, in which the patient’s age and his 
own choice determined against operation, 
ten-centigramme doses of phenolphthalein, 
used to force small passages through the 
obstruction, which was also attacked from 
below, caused a quite regular griping pain 
half an hour after their administration. 
But any other cathartic might have done 
the same, and the necessity of caution in 
the use of such measures, especially after 
the entire closure of a stricture, is obvious. 
So far as may be concluded from a few 
reports of the negative effects of accidental 
overdose, no danger is to be apprehended 
from phenolphthalein in any quantity likely 
to be prescribed or dispensed at once. A 
single dose of ten centigrammes occasion- 
ally produces a free movement or even 
some diarrhea after a state of constipation, 
but, as stated, the drug cannot be depended 
upon for an immediate, single action. Even 
obstinate cases of constipation—not obsti- 
pation—will very rarely bear a_ ten- 
centigramme dose three times a day without 
diarrhea. The ordinary optimum dose, re- 
peated thrice daily for several days or a 
week or more, seems to be from five down 
to three centigrammes, and, as in the case 
of cascara, the effect may be graded by 
varying the frequency of the dose from 
thrice to once daily, or even giving one dose 
on alternate evenings. In one case, in which 
the constipation was rather recent and in a 
woman whose bowels had usually acted 
freely, one centigramme proved to be too 
large a dose. 
While phenolphthalein is an excellent 





























laxative, we should not supplant with it old 
favorites like cascara, compound licorice 
powder, fruits, mild doses of salines; nor 
shall I abandon my personal favorite, pur- 
petrol, whose lubricating action and com- 
plete absence of general effect render it 
ideal in many instances. 

There are some diagnostic confusions 
that may be produced with phenolphthalein, 
owing to its well-known reaction as an indi- 
eator. I have never happened to see a case 
of alkaline stool spontaneously colored with 
phenolphthalein—in fact the stools are very 
rarely lacking in acidity. But in analyzing 
feces, even in washing with ammonia or 
soap the test tubes used, one may be puz- 
zled by the phenoiphthalein reaction, unless 
Similarly, I have known 
nurses and members of patients’ families to 
be worried over the prune-juice color due 
to the presence of soap in enemas, bedpans, 
etc., and spots of this color may appear on 
bedclothes or towels, due to the persistence 
of some alkali like soda used in washing. 

Phenolphthalein apparently is quite regu- 
larly eliminated in the urine, and I have 
even been able to titrate the acidity of urine 
from its own content of this indicator. I 
have never seen urine actually tinted in this 
way, for the reason that except in decom- 
position of the urine by microérganisms, or 
the previous administration of large doses 
of alkali, alkaline urine is very rare, the 
impression to the contrary being due to 
literature based on the formerly general use 
of litmus, which is a poor indicator. Obvi- 
ously, however, in certain forms of genito- 
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urinary practice, or if one is not careful to 
examine the urine while it is fresh, or if the 
attendant has given large doses of alkali, 
the characteristic color may be apparent in 
the urine. 

So far as I have observed, phenolphthalein 
does not interfere with the ordinary urinary 
tests except that for peptone and sugar or 
with an alkaline solution of copper. Here 
the color produced is very near that caused 
by albumoses and peptones, the former of 
which is very rarely, the latter practically 
never, present in urine. A similar tint is 
produced by pathological 


urobilin, and 





ORIGINAL COMMUNICATIONS. 





623 


while the differentiation from proteids is 
quite easy the positive determination of 
urobilin is difficult, almost impossible, for 
the clinician; hence phenolphthalein should 
be eliminated. 

Except for the men who are always 
getting “traces of sugar” in urine, the 
amount of phenolphthalein excreted in the 
urine does not interfere markedly with the 
sugar test itself; nor with the control test 
by picro-nitric acid and free alkali, though 
it somewhat modifies the tint of the latter 
mixture. 

Phenolphthalein, of course, colors the 
alkaline hypobromite solution used for lib- 
erating nitrogen from urea—and various 
other organic nitrogenous substances of the 
urine—but probably does not interfere with 
the test itself. 

It is obvious that there is urgent need for 
careful study of the exact action of 
phenolphthalein on the liver, the bacterial 
intruders in the gall-bladder, the ordinary 
and excessive bacterial decomposition in the 
bowel, gall-stones from both the prophy- 
lactic and therapeutic standpoint, the urin- 
ary organs, and the system generally. In 
so far as I have used phenolphthalein for 
the liver, gall-bladder and its contents, its 
use has been empirical, and I wish to dis- 
claim any blind faith in a possible solvent 
or antiseptic action. Indol in the feces and 
indican in the urine—which are not neces- 
sarily associated in sufficient amounts to 
react conspicuously—have seemed to dim- 
inish under the use of phenolphthalein, but 
not to a greater degree of rapidity than 
could be ascribed to the laxative action 
alone. I do not see enough cases of urinary 
decomposition within the body to have 
afforded experience as to the antiseptic 
action in the urine, but several samples of 
urine kept on account of especial interest 
remained free from obvious decomposition 
for a week or more. It may be confessed 
that the interest in one of these cases was 
due to the first thought that pathological 
urobilin was present. It is perfectly possi- 
ble that in phenolphthalein we have a drug 
of considerable value in other ways than as 





a laxative. 








CHRONIC CONSTIPATION. 


BY WILLIS W. CAREY, M.D., FT. WAYNE, IND. 


Chronic constipation is, of course, a 
symptom of many conditions and not of 
disease itself. As a rule the patient pre- 
sents himself with the diagnosis already 
made, and he may have knowledge of the 
causes of the condition, or it may depend 
upon functional or anatomical causes be- 
yond his ken. The duty of the physician in 
any event consists in finding the cause, 
removing it if possible, and in helping 
nature to restore normal intestinal function. 
In this connection it is well to remember 
that individuals differ greatly as to the 
frequency with which their bowels are 
moved even when they are in perfect health. 
One patient may consider that two evacua- 
tions a day is entirely normal, and another 
who has a bowel movement only every other 
day, or even every third or fourth day, may 
be in perfect health. Some information is 
therefore necessary as to the intestinal and 
personal habits of the individual, and often 
it is exceedingly difficult to determine these 
facts until the patient has been under 
observation for some time. It is usually 
essential that he shall keep a careful record 
of the kind and amount of food taken, of 
the amount of fluid ingested, with a state- 
ment of how much exercise he takes daily. 
It is also important that a record should be 
kept as to the number of movements that 
he has each day or week, and that some 
statement should be rendered as to the size 
of the individual movements. Not infre- 
quently a patient who states that he has 
more than one movement a day nevertheless 
suffers from fecal retention. 

In discussing the etiology of constipation 
it is perhaps best to follow the classification 
made by Illoway in his article in Nothnagel’s 
Practice. He divides these cases into four 
main groups, with subclasses: 

(A) Chronic constipation produced by 
well-defined morbid processes. 

1. Obstruction of bowel by strictures, 
growths, and tumors pressing on the bowel. 

2. Impairment of the secretions poured 
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into the intestine—e.g., chronic disease of 
the liver and pancreas. 

3. Inhibition of peristalsis through nerve 
centers—e.g., chronic disease of brain, 
spinal cord, insanity, diphtheric paralysis, 
tabes, etc. 

4, Chronic venous engorgement of portal 
system. 

5. By voluntary abstention from stool on 
account of pain, caused by fistula, piles, 
ulcers, etc. 

6. By changes in the mucous membrane 
which impair its irritability and render it 
incapable of performing its physiological 
function in digestion—e.g., chronic catarrh, 
mucous colitis, and atrophy after catarrh. 

?. By atony of the intestinal muscles, 
produced by a morbid condition of stomach 
and bowels. 

(B) Chronic constipation from foreign 
bodies. 

(C) Chronic constipation from— 

1. Malformations—as an abnormally de- 
veloped colon, undue size and length of 
sigmoid flexure, diverticula of large bowel, 
diaphragms in bowel. 

2. Defective development or 
atrophy of the colon. 

3. Dislocation or enteroptosis. 

(D) Chronic constipation may be from 
impaired physiological function. 

1. Perverted action—e.g., enterospasm 
and spasm of the sphincter. 

2. Imperfect performance of the physio- 
logical function. 

It is my intention to chiefly deal with the 
last type of case. 

It is important to remember that many 
cases of habitual constipation are due to a 
lack of proper training of the bowel in early 
life. Another frequent cause may be called 
“alimentary constipation,” due to a lack of 
proper food, particularly in those who eat 
hurriedly, or who partake of an excessive 
diet of meat or eggs in an endeavor to get 
a large amount of strengthening food. Such 
a form of diet leaves so small a residue that 
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peristalsis is difficult. Sometimes, too, con- 
stipation arises from the habitual employ- 
ment of certain drugs more or less con- 
stipating, but which are not known to 
possess this influence by the patient who 
uses them, as, for example, bismuth in the 
correction of gastric acidity. 

Finally we must consider irregularity in 
the habits of the patient and the postpone- 
ment of an evacuation when the bowel 
desires it as active factors in the production 
of this symptom. Fleiner, Westphalen, and 
others have described four clinical varieties 
of constipation: An atonic spastic form in 
which the bowel contents are more impacted 
and dryer than usual; a second spastic form 
in which the bowel contents consist of small, 
cylindrically-shaped masses, the size of a 
lead-pencil, or small and round masses like 
a hazelnut. The third form is characterized 
by small movements accompanied by marked 
tenesmus and frequent evacuations. In the 
fourth form there is not infrequently a 
period of constipation lasting for several 
days, followed by severe intestinal pain and 
one or more copious discharges. In any or 
all of these forms there may be considerable 
flatulency and intestinal colic, due to the 
accumulation of putrefactive products, 
which in turn often cause symptoms of 
autointoxication, such as lassitude, mi- 
graine, dizziness, and a sense of fulness in 
the head. In some instances neurasthenia 
seems to be the cause of the constipation ; in 
others the constipation seems to be the 
cause of the neurasthenia. 

To describe all the numerous methods and 
remedies that have been advocated for the 
cure of chronic constipation is not the 
object of this paper, and it is taken for 
granted that those cases which are due to 
some anatomical defect or to a growth will 
be sufficiently carefully studied and treated 
to remove such a mechanical defect. Aside 
from these causes the treatment of consti- 
pation is divided into three parts—dietetic, 
physical, and medicinal. 

In regard to dietetic treatment it must be 
remembered that certain foods, like certain 
drugs, stimulate intestinal activity and that 
others inhibit it. The stimulating foods, as 


a rule, consist in coarse breads and vege- 
tables, which not only act by stimulating the 
intestinal wall but also leave sufficient 
residue to promote peristalsis; whereas, as 
already pointed out, those foods which are 
almost entirely absorbed are prone to pro- 
duce constipation. Amongst the foods 
which may be considered as stimulating 
peristalsis we have the following articles: 

I. Substances containing sugar, such as 
the common cane-sugar, maple and milk 
sugar, honey, dextrose, sweet whipped 
cream, and fruits containing large amounts 
of sugar—e.g., plums, grapes, figs, oranges, 
dates, etc. 

II. Foods containing organic acids, as 
buttermilk, sour milk, kumiss, and sour 
whey. Also fruit wines, as cider; Moselle, 
currant, and gooseberry wine; sour lemon- 
ade, acid fruits, sour apples, cherries, goose- 
berries, and currants. Rye bread is classed 
in this group on account of the amount of 
sour dough it contains. 

III. Salty substances. Common table 
salt, salt fish, smoked and pickled foods are 
classed here. 

IV. Substances containing carbonic acid, 
or those forming carbonic acid, also the 
simple alkaline waters. Yeast and yeast 
bread may also be found in this class. 

V. Substances containing fat, and in 
which the amount of fatty acid assists the 
action. Butter, olive oil, sesame or linseed 
oil, the latter being very hard to digest, its 
value lying in the large amount of fat it 
contains. To this class we add the mayon- 
naise and all salad dressings prepared with 
oil. 

VI. To these stimulants Boas adds the 
thermic and mechanical ones. On account 
of its thermic effect, only cold is considered. 
Best employed as a drink, in the form of 
cold water, lemonade, or milk. The action 
of these depends largely upon the stomach, 
whether full or empty. The best effect is 
produced upon any empty stomach, hence 
the glass of cold water before breakfast. 

The next remedy after diet in the treat- 
ment of constipation is massage and me- 
chanical therapeutics. One reason why 
these measures are not more universally 
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employed is the want of knowledge as to 
exactly what to do and the length of time 
that these measures should be persisted in. 
When massage is employed it should be de- 
liberate, rhythmic, and at once gentle, deep, 
and forceful. The force and the depth 
with which the manipulations are carried 
out may be gradually increased as the pa- 
tient gains confidence and the nurse or phy- 
sician gains skill. As a rule it is advisable 
to carry out the massage movements along 
the lines of the ascending, transverse, and 
descending colon. If patients are exhausted 
by the massage, it should be temporarily 
given up or used very gently. If, on the 
other hand, the bowels are adequately 
moved, and the patient feels rested after 
the massage, it may be considered as meet- 
ing the indications in the case most success- 
fully. So, too, physical exercises are ex- 
cellent methods of cure, the great difficulty 
being to make the patient keep them up 
constantly. Exercise in the open air is not 
only advantageous, but exercises by bending 
the body to and fro on arising in the morn- 
ing and on retiring at night are also useful. 
Additional remedial agents other than drugs 
consist in electricity and hydrotherapy. The 
Faradic current may be applied by means 
of broad, flat electrodes to the abdominal 
wall and also by a rectal electrode. The 
electricity should be administered for about 
ten minutes at each sitting, and the current 
should not be strong enough to cause pain. 

The most effective hydrotherapeutic pro- 
cedures in the treatment of chronic consti- 
pation are the wet rub, the hot and cold 
douche, the hot and cold fan, and the 
Scotch douche to the abdomen, as well as 
the dry sheet and wet binder. The last is 
a very efficient remedy and one that can be 
used by any one in the home. It consists 
in wrapping the abdomen with cheese-cloth 
wrung out of cold water, and covering the 
Others apply 
In this con- 


same with a flannel bandage. 
the cold to the abdomen alone. 
nection it is interesting to note that Boas 
recommends the ether douche, in which 
about 100 Cc. of pure ether is sprayed upon 
the abdominal wall during the course of 
five minutes each day. 
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In the way of medicinal treatment, it is 
to be remembered that it is always wise to 
do without drugs if possible, but often they 
are essential. Not rarely active laxatives 
or purges will fail to act unless their use is 
combined with careful kneading of the ab- 
dominal wall and with copious injections 
of olive oil into the bowel. Great care 
should be taken in these cases that damage 
to the bowel is not caused by rough manip- 
ulations. After the impacted feces are re- 
moved the maintenance of a daily evacua- 
tion, because of the removal of hardened 
and obstructed feces, is much more readily 
accomplished. 

Hertz has made some experiments to 
show the length of time required in ordi- 
nary cases for the food to reach the rectum. 
The experiment is as follows: 1% to 2 
ounces of bismuth subcarbonate is mixed ° 
with bread and milk and given at breakfast 
time. He follows this up by +-ray examina- 
tions made at different periods after the in- 
gestion of the food, and records the advance 
of the bowel contents in this way. He has 
found the average normal time for the food 
to reach the cecum to be four and a half 
hours; two hours more is required to reach 
the hepatic flexure, and two and a half 
hours longer to reach the splenic flexure. 
The rate of passage through the descending 
colon is somewhat slower than that of the 
transverse. He has also observed that the 
activity of all parts is lessened during sleep. 
Cannon conducted a series of examinations 
somewhat similar to these, only he fed his 
patients biscuits which were impregnated 
with certain amounts of bismuth. Hertz 
claims he has never had any unpleasant re- 
sults from the dose, and in healthy individ- 
uals it was not followed by any unpleasant 
disturbance of the normal activity of the 
alimentary canal. 

For extremely obstinate and intractable 
constipation, Arbuthnot Lane has advo- 
cated short-circuiting the lower end of the 
ileum into the sigmoid flexure or rectum. 
Murrey and Keelting advocate the employ- 
ment of irrigation of the colon by means of 
the appendix, which is brought up to the 
abdominal wall, where it is attached and 
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kept open. The one thing to commend this 
would be a use for the appendix. 
Therefore the problem in chronic con- 
stipation is to procure adequate and regular 
evacuation of the bowel. The way in which 
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it is done matters not, but it is the energy 
and consistency with which these various 
procedures are carried out that count for 
more in obtaining a good result than the 
particular method. 





A PERSONAL EXPERIENCE WITH ACUTE ANTERIOR POLIOMYELITIS. 


BY R. T. BARNETT, M.D., 


Assistant Physician-in-Chief, Lewistown Hospital, Lewistown, Pa. 


During the summer of 1908 an epidemic 
of acute poliomyelitis visited Lewistown, 
Pa. The first cases were reported early in 
June, and from that time until late in Sep- 
tember the disease continued. There were 
in all thirty cases reported, with three 
deaths. Of the fatal cases one was a young 
woman eighteen years of age. In another 
fatal case, a boy of four, whom I saw in 
consultation, there was almost complete 
paralysis, the disease sparing only the mus- 
cles of the head and neck, death occurring 
on the fourth day from asphyxia, due to 
paralysis of the muscles of respiration. 

In the afternoon of July 27, 1908, my 
son, aged eight, came in from his play com- 
plaining of severe headache and looking 
flushed and feverish. Thinking his indis- 
position due likely to some intestinal de- 
rangement, I gave him a tablespoonful of 
castor oil. This he immediately vomited. 
As the day wore on his illness increased. 
His temperature at 10 p.m. was 104°. All 
night he tossed in delirium, vomiting every- 
thing given him. In the morning I called 
in consultation my colleagues, Drs. Clark- 
son and Harshberger. His condition by 


The 
delirium had been succeeded by stupor. He 


this time had become most alarming. 


could be roused, but he did not recognize 
his mother or me. His temperature fluc- 
tuated between 104° and 105°. 
could not be felt at the wrist. His hands 
and feet were cyanotic, as were his lips and 
ears. There was a peculiar mottling of the 
whole body. He lay on his left side with 
his legs drawn up. Placed in any other 


position, he would immediately turn on his 


His pulse 


side again. 
constipated. 


His bowels were obstinately 
In this condition he remained 
the whole of the day. He was given hypo- 
dermically digitalis, nitroglycerin, and alco- 
hol. His colon was irrigated every three 
hours with a quart of normal salt solution. 
At midnight Murphy’s drop-by-drop proc- 
toclysis was begun. A quart was given and 
retained. At 3 A.M. an improvement was 
noticed. His temperature dropped to 102° 
and his pulse became stronger. By 7 a.m. 
he was distinctly improved. His convales- 
cence from this time was rapid, his tem- 
perature reaching normal on the fifth day. 

On the 29th I noticed he did not move 
his right leg as freely as his left. Endeav- 
oring to get out of bed a few days later, 
he sank to the floor, and it was not until 
then that the nature of the disease was de- 
termined with certainty. In spite of the al- 
most overwhelming severity of the initial 
symptoms, the only muscles affected were 
the extensors of the right leg. 
treatment and massage these soon regained 
their power, and within six weeks the boy 
was attending school. 

Four days after the onset of the disease 


Under tonic 


in my son, my daughter, two and a half 
years old, awoke in the morning with both 
arms paralyzed. There was paralysis, too, 
of the extensors of the right leg, as in the 
boy’s case. Two weeks before, while lean- 
ing against a defective window screen it be- 
came detached by her weight and she fell 
fifteen feet to the brick pavement, striking 
on the back of her head and shoulders. She 
was picked up in an unconscious condition, 


but after suffering severely for some days 
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from the effects of cerebral concussion, she 
was able to run about the house again with- 
in ten days. 

For a few days before the attack she had 
been somewhat indisposed, suffering from 
slight gastric and intestinal irritation. At 
no time were her constitutional symptoms 
severe, as in the case of the boy, while the 
resulting paralysis was much more exten- 
sive and permanent. Concomitant with the 
development of the paralysis severe pain 
was felt in the affected members and down 
the spine. The pain continued with lessen- 
ing severity for two or three weeks. In 
about a month I noticed slight movement 
in the fingers. The extensors of the wrist 
and hand of both forearms were the first 
to recover. Following these power very 
slowly returned to most of the muscles af- 
fected, until at this time, ten months after 
the attack, the flexors of the hand and fin- 
gers of both the muscles 
which have made the least progress toward 


forearms are 
recovery. 

Acute anterior poliomyelitis is undoubt- 
edly an infectious disease, although the 
causative germ has not yet been discovered. 
The infection atrium is probably in some 
portion of the gastrointestinal tract. 
Whether the microdrganisms attack the 
ganglion cells of the anterior horns in pro- 
pria persona, the medium of invasion being 
through the blood-vessels which supply the 
parts, or whether a soluble toxin is secreted 
which finds its way to the spinal centers 
somewhat in the manner in which tetanus 
toxin is conveyed, is not known. 

The disease in my judgment is feebly if 
at all contagious. In the epidemic which 
visited Lewistown, although the majority 
of cases occurred in families where other 
children were exposed to the disease, I 
know of no instance in which more than 
one child was attacked in a family, except 
in my own, and my children were practi- 
cally simultaneously stricken. 

Little of value has been added to the 
treatment of this disease in recent years. 
This is greatly to be deplored. I can think 
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of but few diseases of childhood which give 
to life’s perspective a more sombre shading. 

During the stormy hours of onset our ef- 
forts must be directed toward the relief of 
the patient, giving such treatment as may 
be necessary. Rarely can the disease be 
recognized at this stage. It is my belief 
that Murphy’s proctoclysis did much for 
my boy. Later, when nature begins her 
work of reparation, strychnine and corro- 
sive sublimate in small doses may aid mate- 
rially. Every effort should be directed to- 
ward maintaining the nutrition of the 
muscles. Because the seat of the disease is 
in the spinal cord and not in the muscles, is 
no reason why we should not do our best to 
prevent their degeneration. The cells in 
the spinal cord may regain their functional 
activity, at least partially, months after 
their apparent extinction, and the paralysis 
continue because of the degeneration which 
has taken place in the muscle fibers. We 
must prevent as far as possible this degen- 
eration by the use of electricity, by means 
of suitable gymnastic exercises, by prevent- 
ing the overstretching of the muscle fibers 
by the opposing muscles, and by massage 
intelligently given and persistently con- 


tinued. 





THE EMPLOYMENT OF EXTRACT OF 
CANNABIS INDICA IN EXOPH- 
THALMIC GOITRE. 

In the Klinische Therapeutische W ochen- 
schrift of June 14, 1909, CRAMER reports 
upon the effect of what he calls “extractum 
cannabis indice butyricum” in the treat- 
ment of exophthalmic goitre. He calls at- 
tention to the fact that in his experience it 
is one of the best remedies in this obstinate 
malady, and points out that before the In- 
ternational Medical Congress of 1890, Sée 
recommended this drug in functional dis- 
orders of the heart and stomach, such, for 
example, as cardialgia and pyloric spasm. 
Cramer states that he has treated 34 cases 
by this method, and that he would in all 
cases resort to its internal use before pro- 

ceeding to more radical measures. 





























EDITORIAL. 


FEEDING IN TYPHOID FEVER. 


We have so frequently referred to the 
matter of feeding in typhoid fever that we 
would not consider the subject so soon 
again were it not that our observation leads 
us to believe that the rigid milk diet, which 
was so popular some years ago, is still care- 
fully adhered to by a very considerable num- 
ber of practitioners who, if they make any 
variation whatever, add only beef juice or 
broths to the diet list of the typhoid fever 
patient. Whatever the broth may be—that 
is, if it be prepared from meat of any kind 
—it affords a most excellent culture me- 
dium, and in a large proportion of cases is 
productive of diarrhea and tympanites. In 
our opinion, animal broths are the worst 
possible foodstuffs for typhoid patients, not 
only for the reasons just given, but also 
because they often contain a very small 
percentage of actual nourishment, and mis- 
lead the physician and the nurse into the 
belief that the patient is being well nour- 
ished when in reality he is being half- 
starved. 

We are glad to note that in some of the 
larger hospitals a much more free diet list 
is being dispensed than in bygone days, and 
we have read with interest in the American 
Journal of the Medical Sciences for May, 
1909, an article by Strouse in which he re- 
ports the results which have followed more 
generous feeding in the wards of the Johns 
Hopkins Hospital and elsewhere. Accord- 
ing to a table which he has prepared from 
this institution, we find that the number of 
hemorrhages, in those patients who re- 
ceived the liberal diet, were slightly less 
than in those who received a liquid diet. 
The percentage of relapses in the first class 
was, however, slightly more than in the 
second class, and the percentage of perfora- 
tions was equal. Digestive disturbances 
were slightly less in those who had a liberal 
diet than in those who were limited to 
liquid, and tympanites was less in the first 
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class than in the second. During convales- 
cence a much smaller number of the lib- 
erally fed patients suffered from subnormal 
temperature. In those who received the 
liberal diet tachycardia was more frequent 
than in those who received a liquid diet. 
On the other hand, it is interesting to note 
that while the mortality under liberal feed- 
ing was 6.1, under liquid diet it was 12.7, 
or more than twice as great in the latter 
class. 

In another table it is shown there was no 
material difference in the duration of the 
fever, of the illness, or of convalescence in 
either class of cases. This is in direct oppo- 
sition to our own observations so far as the 
period of convalescence is concerned, and 
these tables fail to estimate the general 
state of nutrition in the patient. One of 
the most noteworthy clinical experiments 
that can be made is to compare a series of 
patients which has been kept on liquid diet 
with another series which has been kept 
upon a liberal diet at the end of the third 
or fourth week of the disease. In every 
instance those who have received a liberal 
diet are better nourished and have less evi- 
dence of ataxia and feebleness than those 
who have been made to adhere to milk 
alone. 

We cordially agree with Strouse in his 
diet cannot be 
The under- 


statement that details of 
prescribed by dogmatic rules. 
lying principle in feeding typhoid fever pa- 
tients should be to furnish at least the same 
amount of food energy that is required by 
a healthy, resting person. In order that 
our readers’ minds may be refreshed in re- 
gard to this important matter we append a 
diet originally suggested by Shattuck to 
give an idea of what may be advantageously 
administered : 

Milk, hot or cold, with or without salt, 
with lime-water, soda-water, Apollinaris, 
Vichy; peptogenic or peptonized milk; 
cream and water; milk with white of egg 
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and slip; buttermilk; kumiss; matzoon; 
whey ; milk with tea, coffee, cocoa. 

Soups: Beef, veal, chicken, tomato, 
oyster, mutton, pea, bean, squash, carefully 
strained and thickened with rice, arrow- 
root, flour milk, egg, cream, barley. (Per- 
sonally we avoid the meat soups.—ED.) 

Horlick’s Food, Mellin’s Food, malted 
milk, somatose, beef juice. 

Gruels: Strained corn-meal, crackers, 
flour, barley water, toast water, albumen 
water, lemon water. 

Ice cream. 

Eggs: Soft-boiled, raw, egg-nog. 

Finely minced lean meat, scraped beef, 
soft part of raw oysters, soft crackers with 
milk or broth, soft puddings without rai- 
sins, soft toast without crust, blanc mange, 
wine jelly, apple sauce, macaroni. 


QUININE AND PREGNANCY. 





The question which has been debated far 
and wide by medical men for many years 
as to the possible effect of quinine upon 
pregnancy is brought forward once more 
by two communications which are made to 
the Indian Medical Gazette for February, 
1909, by two East Indian practitioners 
bearing, to us, the somewhat unpronounce- 
able names of Bhupal singh and Chakra- 
varty. Both of these physicians are tena- 
cious in their belief that in the presence of 
malarial infection complicating pregnancy 
quinine is not a dangerous remedy so far 
as the fetus is concerned. Indeed, they be- 
lieve that there is far more danger of abor- 
tion if the malaria is not combated by qui- 
nine than if quinine is freely used. The 
first of them states that under these condi- 
tions he usually combines bromide of pot- 
ash with the quinine, although he is not 
sure that the use of the sedative is essential. 
He believes that quinine has a strong tonic 
action upon the uterus, but not sufficient to 
cause it to empty its contents. On the other 
hand, Chakravarty believes that only when 
the actual labor pains begin does quinine 
seem to exercise an influence upon the 
uterus, and he believes that it stimulates 


the contractions after labor. He thinks that 
during pregnancy the administration of 
quinine, at the time at which the menstrual 
period should have occurred had pregnancy 
not taken place, renders the uterus particu- 
larly susceptible to the drug, and therefore 
at such periods it should be used with con- 
siderable caution. 

This matter received attention in the ed- 
itorial columns of the GAZETTE a number 
of years ago. We believe that as a matter 
of fact quinine has little or no direct influ- 
ence upon the uterus, and that its sole effect 
is to act as a support to the general nervous 
system in feeble patients or in those who 
are fatigued by prolonged labor. We are 
entirely in accord with both of these Indian 
observers in believing that in the presence 
of malarial infection the danger of abor- 
tion because of this infection is far greater 
than the danger from therapeutic doses of 
quinine. 





THE TREATMENT OF HEMIPLEGIA. 





In considering the treatment of hemiple- 
gia it is essential to bear in mind that this 
condition may arise from several causes. 
The most common is certainly the rupture 
of a blood-vessel whereby the blood supply 
of a part of the brain involved is destroyed 
and the tissues are damaged by the extrav- 
asation of blood. Another cause by no 
means unusual is the formation of a throm- 
bus, and a third cause is the plugging of a 
vessel by an embolus. In the majority of 
instances of hemiplegia the patient is one 
who suffers from an abnormally high arte- 
rial tension, and an examination of the 
blood-vessels will show that they are thick- 
ened and diseased. The heart is often hyper- 
trophied and chronic contracted kidney is 
commonly present, whereas in many cases 
of thrombosis the circulation is feeble and 
the paralysis develops at a time when no 
exertion has been made and no strain has 
been thrown upon the arterial system. In 
cases of embolus there can usually be found 
some abnormal focus from which the em- 
bolus has been swept into the general cir- 
culation. 
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Although hemiplegia is the chief mani- 
festation of all three of these pathological 
conditions, the treatment is by no means 
identical in each case. Taylor points out 
in the Lancet of March 27, 1909, that when 
a hemorrhage has occurred the patient 
should be kept absolutely quiet and meas- 
ures should be undertaken to reduce blood- 
pressure. He believes that bleeding under 
these circumstances is most beneficial, and 
also that it is advantageous to withdraw 
fluid from the body by saline purgatives 
and to lower arterial pressure still further 
by the use of nitroglycerin. 

In a case of thrombosis, on the other 
hand, it is usually advantageous to stimulate 
the circulation. Purging is not only unneces- 
sary but is to be avoided, and every effort 
should be made to maintain arterial pressure 
in order that a collateral circulation may, if 
possible, be established. If there is a his- 
tory of syphilis it is particularly important 
that mercury and the iodides should be free- 
ly given, although Taylor believes that the 
influence of iodide of potassium as a vascu- 
lar sedative is an argument against its em- 
ployment while the blood-pressure is still 
In this we differ from him. 

If the hemiplegia is due to an embolus 
much depends upon its source. If it has 
arisen in a septic focus little can be done, 
since grave purulent lesions usually speedily 
develop in these cases. If it has arisen in 
the heart it is usually unwise to give cardiac 
stimulants with the object of developing a 
sufficient collateral circulation, because do- 
ing so may cause another embolus to be 
swept off of a valve. The prognosis of 
hemiplegia due to embolus is much more 
favorable in young persons than it is in 
those who are advanced in years, since the 
other cerebral vessels are usually healthy, 
and if a second plugging of a vessel does 
not occur almost complete recovery may 
ensue. 

As a prophylactic against future attacks 
of hemiplegia, in those cases which have a 
high arterial tension with cardiac hyper- 
trophy, the use of aconite as a cardiac seda- 
tive is often advantageous. 


low. 


AUTOINOCULATION AND REINFEC- 
TION OF SYPHILIS. 





A series of papers in the Lancet, No. 
4474, 1909, are of interest as illustrating 
the modern trend of thought and clinical 
laboratory work in its bearing upon both 
diagnosis and treatment of syphilis. 
Jonathan Hutchinson in his contribution 
deals mainly with autoinoculation and rein- 
fection with syphilis. It is generally ac- 
knowledged by syphilographers that even 
though a chancre be present autoinocula- 
tion can be successfully performed if it be 
practiced before the period of systemic in- 
fection. The dictum is commonly accepted 
that reinoculation is successful in propor- 
tion to its proximity to the time of the 
primary inoculation. 

During the secondary period the result 
of this autoinoculation test has a resem- 
blance to a secondary papule. Hutchinson 
cites three cases to prove that the second 
sore even from a late autoinoculation may 
have the usual features of a Hunterian 
chancre and in no way resemble a secondary 
papule. In one instance a period of eight 
weeks elapsed between the appearance of 
the chancres. 

Hutchinson calls attention to the conflict 
of evidence between pathological and clin- 
ical observers as to the presence of virus in 
a primary sore. The clinical evidence as to 
the danger of infection from an indurated 
chancre, even when its secretion is practi- 
cally nil or when the sore has almost disap- 
peared, is so strong that it will take much 
more to discredit it than laboratory obser- 
vations as to the behavior of the spirocheeta. 

Hutchinson expresses his firm belief in 
the frequent entrance of the syphilitic virus 
through unabraded or normal skin and 
mucous membrane, and believes that this 
belief is corroborated by his observation 
upon the cases of autoinoculation. As to 
reinfection with syphilis, Hutchinson again 
calls attention to the ease with which a 
pseudo-indurated chancre may be mistaken 
for a second infection, this lesion in reality 
being a tertiary infiltration of the tissues at 
or close to the site of the primary chancre. 
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Glandular enlargement very rarely accom- 
panies it. 

A true secondary attack implies twice in 
the patient’s life the development of a pri- 
mary sore followed by secondary symp- 
toms. When this occurs it means not only 
that the patient has been completely cured 
of his first attack, but that his tissues have 
so returned to the normal as to react to the 
syphilitic virus like those of an intact per- 
son. 

Hutchinson records in sufficient detail 
seven cases of reinfection. These cases 
suggest to him the deduction that efficient 
treatment by a continuous course of mer- 
cury for one or two years is the surest 
way of rendering a patient susceptible to 
second infection. The interval between two 
attacks of syphilis may be so short a time 
as eighteen months. There is no reason 
why the same patient should not go 
through three attacks of syphilis if the first 
two have been well treated. Jonathan 
Hutchinson, Sr., has reported no less than 
56 cases under his own observation. But 
of these Hutchinson, Jr., claims only 32 as 
appearing to be beyond dispute. 

As to the method of treatment, in prac- 
tically every one of the 25 undoubted cases 
of reinfection brought forward by Hutch- 
inson mercury has been continuously ad- 
ministered by the mouth for a long period, 
usually from one to two years. In several 
of these cases only a short interval had 
elapsed before the patient again contracted 
the disease, and the symptoms were exactly 
the same as if the virus had attacked virgin 
soil. 

Hutchinson states that he has been con- 
stantly on the lookout for cases in which 
the patient has inherited syphilis and ac- 
quired it where the double infection could 
be clearly proved, and has not seen more 
than three or four instances of reinfection. 
In this relation it is interesting to note that 
the spirochzta pallida can be demonstrated 
with greater ease and abundance in the late 
lesions of inherited than those of acquired 
syphilis. 

Fleming describes what he calls a simple 
method of serum diagnosis of syphilis. This 
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is the Hecht method modified. For the test 
the materials required are alcoholic extract 
of heart muscle, serum to be tested, and 
sheep’s red corpuscles. The results ob- 
tained by the simplified technique seem to 
be quite as good as those obtained by the 
more complicated procedure of Wasser- 
mann. Figures are adduced to prove this. 

M’Intosh contributes a very admirable 
résumé of the gradual evolution of the 
Wassermann reaction and its present 
method of application. He reports in some 
detail the results of 107 cases of clinical 
syphilis examined by this reaction, and ob- 
serves that in primary syphilis the reaction 
is less marked and less certain than in sec- 
ondary syphilis. In. all, some 27 cases of 
primary syphilis were examined, and of 
these 20 reacted positively. It would seem 
that the reaction is not as a rule strongly 
marked till well on in the second week after 
the chancre has appeared. 

In secondary syphilis most of the cases 
of manifest syphilis gave a positive Wasser- 
mann reaction—the more definite the symp- 
toms were, the more intense was the reac- 
tion. The sera of 92 cases of secondary 
syphilis, the great majority of which were 
diagnosed clinically as such, were examined, 
and of these 78 reacted positively. 

Seventeen cases of tertiary or supposed 
tertiary syphilis were examined; of these, 
ten reacted positively. In many of the 
cases the previous syphilitic history was 
very vague. 

The sera of seven cases of general par- 
alysis of the insane were examined, and all 
reacted positively. 

The sera of two cases of locomotor ataxia 
also gave a positive reaction. Control sera 
were obtained from 19 healthy persons and 
from 26 persons suffering from diseases 
other than ‘syphilis, and from whom no 
syphilitic history could be elicited. In one 
alone did a positive reaction obtain. 

Treatment appears to influence the reac- 
tion in a considerable number of cases. In 
some cases the reaction disappeared under 
treatment. The length of time during which 
the reaction persists after all symptoms 
have disappeared seems to vary greatly; in 











some of the cases examined it disappeared 
in some six or nine months, while in others 
—usually severe cases—it persisted for 
three or four years or even longer. 

As to the value of the reaction, it is 
regarded as of the highest importance, for 
in it we have a sure method of diagnosing 
many of the out-of-the-way manifestations 
of a syphilitic infection. The differential 
diagnosis of the disease in the primary 
stage is regarded as difficult, whilst the 
actual demonstration of the spirocheta 
pallida in the lesion is a tedious and difficult 
process and one not likely to be successful 
in any large number of cases. 

Browning and McKenzie give in consid- 
erable technical detail the methods of per- 
forming the syphilitic test which they have 
found to give constant results, and also the 
various means by which variations in the 
different factors, due to physical and other 
agencies, may be controlled. 

Bayly gives an analysis of 200 consecu- 
tive sera examined for the Wassermann 
reaction in which the modified Neisser 
technique was used. In four out of five 
negative primary cases the sore had been 
present less than six weeks. Eleven non- 
syphilitic cases gave a positive reaction. 
Seven were cases of postcritical pneumonia, 
one of scarlet fever, one of measles, one of 
pernicious anemia, and one of mastoid dis- 
ease. Of 29 cases in which the clinical 
diagnosis was uncertain when the blood 
was taken, the serum reaction and subse- 
quent clinical diagnosis agreed in 19 and 
disagreed in four, which were diagnosed 
later as syphilitic. 

In this relation it is interesting to observe 
that Ross and Jones (British Medical Jour- 
nal, No. 2523, 1909), whilst accepting the 
verity of Wassermann’s observations, to- 
tally discard his interpretation of the 
phenomenon, holding that the experience 
of the past eight years has amply confirmed 
the fact of globulin increase in general 
paralysis and its very great value in diag- 
nosis. The object of their communication 
is to consider two new methods for the 
precise observation of this increase, to- 
gether with the results of their experience 
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with these methods. The first is that 
described by Noguchi, the second they con- 
tribute in their paper. The Noguchi reac- 
tion consists in the addition of 0.5 Cc. 
solution of 10-per-cent butyric acid in nor- 
mal sodium chloride solution to 0.1 Cc. of 
the fluid to be examined, the application of 
heat, subsequent addition of 0.1 Cc. of 4- 
per-cent sodium hydrate solution, with a 
further application of heat. A distinct 
opalescence is frequently found to occur 
even with the normal, but in cases of gen- 
eral paralysis and tabes a characteristic 
precipitate of a peculiar flocculent character 
forms. The flocculi tend gradually to fall, 
so that after twenty-four hours at the latest 
the bottom of the tube is occupied with a 
fairly bulky precipitate, whilst the superna- 
tant fluid is clear. In performing this test 
care must be taken to insure the absolute 
purity of the butyric acid. 

The second test is as follows: 2 Cc. of a 
saturated solution of ammonium sulphate 
is placed in a test-tube, and 1 Cc. of the 
cerebrospinal fluid is gently run on to the 
surface in the way done in the Heller nitric 
test for albumen. The formation of a ring 
at the junction of the two liquids consti- 
tutes a positive reaction. The ring is clear- 
cut, thin, grayish-white, and has the thick- 
ness of a thin piece of paper. It should 
form within three minutes, and within half 
an hour it may be observed that the surface 
of the ring shows a delicate mesh appear- 
ance resembling a fine cobweb; indirect 
illumination must be used, or it may escape 
detection. For this purpose there may be 
constructed a black-lined box into which the 
test-tube can be inserted and viewed at right 
angles to an electric bulb which is fixed 
within the box a few inches away. In 
applying the test it is essential to see, first, 
that the ammonium sulphate is pure, so that 
the solution is neutral and not acid; and 
secondly, that the solution is quite satu- 
rated, which is best insured by the use of 
heat in its manufacture. 

The Noguchi test was applied in 15 syph- 
ilitic cases and 12 non-syphilitic. It was 
negative in all of the latter except in one 
case of tuberculous meningitis. Among the 
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negative cases were five of dementia praecox 
and hernii cerebri; four exhibited condi- 
tions which are frequently very difficult to 
distinguish from general paralysis. Among 
the 15 syphilitic cases were 12 untreated 
and three treated cases. None of the latter 
gave a positive reaction, while all of the 
former did so. The 12 positive cases com- 
prised three of tabes, five of general par- 
alysis, one of tertiary syphilis, and three of 
syphilis of the nervous system. 

The test is thus positive without excep- 
tion in all cases of syphilis or parasyphilis 
that have not had recent treatment, and 
negative in all other cases examined. 

It is known that there is an excess of 
proteid in the cerebrospinal fluid in no 
chronic disease of the nervous system apart 
from syphilis. In cases of acute infection, 
on the other hand, there is often an excess 
of proteid present whatever be the nature 
of the infection. The ammonium sulphate 
ring test was applied in all of the repeated 
cases except two of tabes. The results 
agreed absolutely with those obtained by 
Noguchi, being positive wherever his were 
positive. The proteid present in normal 
cerebrospinal fluid is insufficient to give a 
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ring with ammonium sulphate, though it 
commonly gives one with pure nitric acid. 
In general paralysis the amount is in- 


creased tenfold, and far exceeds that 
reached in any other disease, except acute 
meningitis. . 


In the differentiation of general paralysis 
from syphilis with no nervous manifesta- 
tion, we would rely not on the mere excess 
of proteid in the former, for that occurs 
in both conditions, but upon the striking 
extent of the excess. This can be roughly 
estimated with the ammonium sulphate ring 
test in three ways—by noting first the den- 
sity of the ring, secondly the time that 
elapses before its appearance, and thirdly 
by the dilution with which it appears. The 
last point has greatly interested the writers, 
particularly, however, in connection with 
the globulins of the blood serum in syphilis. 

To sum up, the authors consider that we 
have in the Noguchi reaction and in the 
ammonium sulphate ring test two new 
methods of considerable value for readily 
recognizing an excess of globulin in the 
cerebrospinal fluid, and thus for determin- 
ing the presence of same parasyphilitic 
affection of the nervous system. 
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THE ROENTGEN-RAY TREATMENT OF 
RINGWORM. 

Dermatologists are agreed that no anti- 
septic can be made to penetrate into the 
depths of the hair follicle, and that all effi- 
cient modes of treatment of ringworm of 
the head act by exciting an inflammation of 
the follicle, by which the hair and its con- 
tained spores are extruded and a new, un- 
affected hair is subsequently formed. Un- 
til recently, however, no entirely satisfac- 
tory method was known of producing this 
ejection of all the diseased hairs. But soon 


after the discovery of the Roentgen rays 
it was found that the rays had the power 
of causing a temporary loss of hair, and 
when they were employed in ringworm it 
was found that in certain cases the new 





hairs which grew after the throwing out of 
the old hairs were quite free from the dis- 
ease. 

Investigation has shown that the x-rays 
have no bactericidal power, and therefore 
have no direct action on the fungus of 
ringworm; they merely cause a rapid and 
complete epilation of all the hairs, whether 
diseased or healthy, of the part exposed to 
their influence. The success obtained in 
some cases stimulated the application of 
this method to a large number of children 
affected with the disease, but the results 
were uncertain. In many cases the remedy 
was applied inadequately, so that the epila- 
tion was imperfect, and some diseased 
areas were left. In other cases the appli- 
cation was excessive, and a dermatitis of 
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These 
occasional undesirable effects increased the 
caution with which the rays were applied, 
with the result that the proportion of cases 
increased in which a complete cure was not 
produced. The method employed consist- 
ed in giving many exposures, each of a few 
minutes’ duration, and at intervals of a few 
days. 
ministered was rarely sufficient to cause 
complete epilation, with the result that some 
diseased hairs were almost always left. 
This condition of affairs continued until 
Sabouraud published his method. It was 
Sabouraud who had first demonstrated 
clearly the plurality of the fungi giving rise 
to ringworm, and by his method of treat- 
ment he has now revolutionized the therapy 
of ringworm. The desideratum was an 
accurate method of measuring the power of 
the x-rays. To define the amperage of the 
primary current was something; to define 
the volume of the secondary current was of 
still more value; the distance of the lamp 
from the patient’s head was also of vital 
importance; but even when attention was 
paid to all these factors the results were 
still not uniform. Sabouraud employed a 
method long used by photographers in esti- 
mating the actinic value of light. He had 
a pastille made composed of a substance 
darkening on exposure to the x-rays. He 
found the amount of exposure required 
for complete epilation, and defined the tint 
attained by the pastilles during that expo- 


greater or less severity was caused. 


In this way the dose of «x-rays ad- 


sure, thereby at once placing the treatment 
n definite lines. The child’s head is ex- 
posed to the rays until the pastille has 
reached the tint of a card surrounding it; 
the rays are then stopped. The time re- 
quired varies from fifteen to twenty min- 
utes, and the single exposure is sufficient. 
In two or three weeks the hair falls out, 
and in a few weeks more the new hair be- 
gins to appear, quite free from the fungus. 

At the Hospital Saint-Louis the method 
has practically replaced all other treatment, 
and in England it is being extensively em- 
ployed. At several of the general hospitals 
it is used, and especially worthy of mention 
is the fact that it is employed at the ring- 
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worm schools of the Metropolitan Asylum 
Board. Here, under the care of Dr. T. 
Colcott Fox, a large number of children 
suffering from ringworm have been success- 
fully treated by this method; up to the 
present time some 1500 have undergone the 
treatment, with the result that the stay of 
each child in the school has been greatly 
shortened, so that it has been possible to 
close completely one ringworm school and 
also a block of the other school. The aver- 
age time taken to cure a case has been 
reduced from eighteen months to three and 
a half months. In the ringworm school in 
Paris the cost per child has been reduced 
from 2000 francs to 260 francs—that is to 
say, to almost one-eighth part of the former 
cost. It is thus a means of great saving, 
not only in the cost of treatment, but in the 
time during which the child is unable to 
associate with healthy children. The same 
method is applicable to favus, and this is of 
importance, for the free admission of 
diseased aliens is bringing in yearly large 
numbers suffering from this disease, which 
is especially prevalent amongst Polish and 
Russian Jews. The London County Council 
is proposing to introduce the -+-ray treat- 
ment of ringworm, and all who are com- 
petent to decide the question from a prac- 
tical knowledge of the subject are agreed 
that it is by far the best method of treatment 
with which we are at present acquainted. 
The questions naturally arise: Is the 
x-ray treatment of ringworm entirely free 
from risk? Is it not possible that, emin- 
ently successful though it may be in remov- 
ing the disease, it may produce harmful 
effects which may manifest themselves later 
on? The public imagination has been 
stirred in this direction by a communication 
to the Times, in which the fear is expressed 
that the delicate brain of the child may be 
damaged by the -r-rays, so that, even though 
no harmful effects may appear at the time, 
the rays may so impair the cerebral tissue 
that its growth will be mischievously affected 
and its development checked or even ren- 
dered impossible. Those who would main- 
tain such views point to the #-ray burns 
and the malignant growths which have ap- 
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peared in those who have been much ex- 
posed to a-rays. The Lancet is fortunate 
to be able to print two papers bearing on 
the question of the x-ray treatment of tinea, 
one by Dr. J. M. H. Macleod and the other 
by Dr. H. G. Adamson, and they are based 
on an extensive personal knowledge of this 
method of dealing with ringworm. The 
essential principle of the modern method is 
the accurate adjustment of the dose of 
w-rays, so that the desired effect, the re- 
moval of the hairs of the area treated, shall 
be produced with unfailing certainty, but so 
that no excess of rays can be administered. 
In this way the dermatologist can be certain 
of not producing any permanent alopecia of 
the scalp and of not causing any x-ray burn. 
The only reaction produced is a transient 
erythema, which disappears even before the 
hairs have fallen from their follicles. It is 
clear that care and skill are required to 
produce the beneficial, and only the bene- 
ficial, results, and at first occasionally the 
reaction was excessive, sometimes appar- 
ently from the use of incorrect pastilles, but 
these undesirable effects do not appear now, 
and the skilled operator can guarantee the 
thoroughness and innocuousness of the 
treatment. 

With regard to the harm that it is sug- 
gested may be done to the growing brain of 
children, what evidence have we that any 
such harmful effect is ever produced? The 
only answer that can be given is that there 
is not a tittle of evidence that the x-rays in 
small doses such as those administered for 
epilation in ringworm have ever had the 
faintest ill effect on the brain of the child.— 
Lancet, May 15, 1909. 





THE VALUE OF ETHYL CHLORIDE AS 
A GENERAL ANESTHETIC. 

In a valuable article on this topic con- 
tributed to the Boston Medical and Surgical 
Journal of May 20, 1909, M1Lier reports 
the administration of ethyl chloride by the 
drop method 6648 times. In about five 
hundred of these cases, with no preparation 
of the patient for anesthesia, ethyl chloride 
Many of the 


alone. 


was administered 
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administrations were for minor operations 
in the accident rooms and wards of the 
hospitals. The longest ethyl-chloride anes- 
thesia was for twenty minutes. Usually, 
when the operation has lasted more than 
two or three minutes, the ethyl chloride was 
followed by ether. The 6648 cases were 
treated by twenty different anesthetizers and 
include the many difficult cases which are 
encountered in the routine work of a gen- 
eral hospital. The anesthesia was, in general, 
usually satisfactory. Patients frequently 
requested the use of the ethyl chloride. 
Fifty-three per cent did not vomit after the 
operation. The anesthetizers have been 
especially pleased with the anesthetic and 
consider it perfectly safe and satisfactory 
when administered by those well trained in 
its use. 

During their early cases, when they were 
using a larger amount of ethyl chloride than 
was necessary, they encountered trouble 
with the respiration in five cases. One of 
these was a case with ethyl chloride alone, 
and in the others ether had been given. 
The cases resembled one another greatly. 
The difficulty occurred during the first five 
minutes of the administration. The respira- 
tion suddenly began to fall. Each breath 
was more shallow and feeble than the pre- 
ceding, until after four or five such breaths 
the respiration stopped entirely. The pulse 
was not affected. In each of these cases the 
cone was immediately removed and artificial 
respiration resorted to. In each case normal 
respiration was at once restored, and there 
was no further trouble during or after the 
operation. The lack of effect on the pulse 
and the immediate recovery were the favor- 
able features of these cases. In this series 
of 6648 cases there was one death, due 
either to an overdose of the anesthetic or to 
an idiosyncrasy of the patient. The opera- 
tion was to be for acute appendicitis of a 
week’s duration. The anesthetic was ethyl 
chloride followed by ether. The anesthetizer 
was inexperienced. About five minutes 
after the anesthetic had been started respira- 
tion ceased, and all attempts at resuscitation 
failed. There was no autopsy. 

In 1906 Luke collected records of 22 











fatalities supposed to be due to ethyl chlo- 
ride and concluded that three of these were 
probably caused by the drug. In one case 
5 cubic centimeters of ethyl chloride was 
followed by ether. On the change to ether 
the breathing became shallow and the 
patient died. In another case death from 
cardiac syncope resulted from the adminis- 
tration of ethyl chloride alone. In still 
another case the patient was conscious for 
three minutes after taking ethyl chloride 
and then suddenly died. 

Lee, in 1908, reported 5575 cases of ethyl- 
chloride anesthesia at the Pennsylvania 
Hospital, with five deaths. However, one 
of these cases had been reported by Luke in 
the list of cases in which the ethyl chloride 
was probably not the cause of death. In 
three of the cases it seems likely that the 
ethyl chloride contributed to the fatality. 
These deaths occurred under ethyl chloride 
in patients who were considered bad risks. 

The following observers have reported 
from personal observations 
series of cases: 


the appended 


Cases. Deaths. 
Soullier ...... 8,417 0 
Lotheissen .... 2,500 1 In a bad subject. 
WME skcsnctsy 1,000 0 Dangerous symptomis six times. 
CUMMOON: vivciee 197 0 
OEE kwosass 150 0 
McCardie «.... 1,500 0 
ae 200 0 
BAS: 10:608%%00 2,000 0 Arrest of respiration in two. 
TN svadeee 230 0 
Herrenknecht.. 3,000 0 
Leighton ...... 79 0 
ee eee 12,000 0 
ROE stusevunes 5,575 3 All in bad risks. 
DO saavecs 300 0 
BOE? sasrocue 6,648 1 
43,796 


» 


Proportion of deaths: 1 to 8759 cases. 


The relative danger from an anesthetic 
depends on two factors: (1) The margin 
of safety of the drug; (2) the character of 
the danger signs. The margin of safety of 
an anesthetic may be represented by the 
proportion of 
administered beyond the amount required to 
produce anesthesia without causing symp- 
toms of danger. Nitrous oxide has a small 
margin of safety, but the danger signs are 
so marked that nitrous-oxide anesthesia is 
the safest known. Ether has a fairly large 
margin of safety and quite well-marked 


the drug which may be 
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danger signs, so it is quite a safe anesthetic. 
Chloroform has but a small margin of 
safety, and the danger signs are readily 
overlooked. It is always a dangerous anes- 
thetic, but especially so in inexperienced 
hands. Ethyl chloride has a large margin 
of safety, but the danger signs are not 
marked. While it is very safe when admin- 
istered by an expert, it may be very danger- 
ous in unskilled hands. With an expert 
administrator it should be safer than ether, 
but less safe than nitrous oxide. With an 
unskilled or careless administrator it is 
probably more dangerous than ether, but 
not as dangerous as chloroform. 





SOME REMARKS ON THE PATHOGEN- 
ESIS AND TREATMENT OF 
PYORRHEA ALVEOLARIS. 

The Medical Sentinel for May, 1909, con- 
tains an article on this topic by BETTMAN in 
which he tells us that when treating this 
state the patient should be told frankly that 
it is a condition requiring time for its treat- 
ment and should not be given the prognosis 
of a quick cure. Patients in the main will 
submit readily to treatment, especially if 
taught the dangers to the general health 
which will result from a neglect of the 
proper care and treatment. 

The first step in the treatment of this 
malady, whether of local or constitutional 
origin, is the removal of the irritant ; that is, 
all deposits must be removed from the necks 
and roots of the teeth. The final result in 
the cure of this disease rests primarily upon 
the thoroughness with which this operation 
is performed, for no treatment, whether 
surgical or medicinal, will be crowned with 
success as long as any deposits, no matter 
how small, remain. In most cases before 
beginning the scaling process it is well to 
inject into the pockets a few drops of some 
good local anesthetic. After all deposits 
have been thoroughly removed, the gums 
should be syringed with warm water to 
remove all débris. 

If a malocclusion exists this should be 
corrected in some manner. All loose teeth 
must be fixed securely in position, either by 
metal splints or silk ligatures. 
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A few drops of lactic or trichloracetic 
acid, to which about 10 per cent of trikresol 
has been added, should now be injected into 
each pocket. A good way to apply the acid 
is with a smooth broach upon which a little 
cotton has been wrapped. 

After this treatment the pockets should 
not be disturbed for at least a week, but a 
strong application of tincture iodine or 
tincture iodine and aconite should be ap- 
plied to the gums every other day and the 
patient given a_ stimulating astringent 
mouth-wash, such as a solution of zinc 
phenolsulphonate, with instructions to use it 
five or six times daily as a mouth-wash. 
The author also instructs the patient to 
wrap a soft linen napkin about the index- 
finger, and with the napkin saturated with 
the solution to massage the gums thoroughly. 
Massage keeps the lymphatic system of the 
gums in an active state, so that the exudate 
will be prevented or readily absorbed. 

For neuralgic pains due to pyorrhea he 
has found that a 20-per-cent solution of 
tannic acid in alcohol, swabbed on the bor- 
der of the gums of the affected side, is very 
effective. 

After the scaling operation is completed, 
if possible the patient should be required to 
report for treatment two or three times a 
week, at which time, before applying the 
acid and tincture iodine, he uses the gal- 
vanic current of electricity for ten or fifteen 
minutes, applying it directly to the gums. 
Pyorrhea alveolaris is an ulcerative process. 
The galvanic current is used in medicine to 
stimulate the circulation in an ulcerated 
area and promote healthy growth. In the 
limited number of cases in which the author 
has used electricity, the results obtained 
have been very satisfactory. 

If after continuing this treatment for a 
week or ten days the pockets do not show 
signs of healing, the surgical treatment 
should be repeated, as it is then apparent 

that some irritant still remains which must 
be removed. 

As to constitutional treatment, if the 
disease be due to an insufficient elimination 
of uric acid and other waste products, the 
patient should be instructed to drink large 
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quantities of water daily, to take plenty of 
outdoor exercise, and to be careful in the 
manner of living, especially as to diet. 
Coarse breads, such as graham, corn, and 
whole wheat, fruits, nuts, and vegetables 
should be the principal diet. To further 
assist waste 
products, a good uric acid solvent and ant- 
acid should be prescribed. If there is any 
doubt as to the presence of a systemic 
derangement, an analysis of the urine should 
be made, either by the dentist himself or by 
the family physician. It is an easy matter 
and takes but a very short time to determine 
the specific gravity of the urine, as well as 
the reaction and the presence or absence of 
albumin, sugar, etc. 


nature in the elimination of 





ANTISPASMODICS AND THE CURE OF 
SPASMS. 

Eustace SMITH in the British Medical 
Journal of May 8, 1909, in the course of an 
article on this topic says that although it is 
the digestive tract which is most frequently 
at fault in cases of reflex spasm, it is not 
the only source from which the evil influ- 
ence may spring. Any irritant, wherever 
situated, even a mild one if sufficiently pro- 
longed or often renewed, may lead in a 
suitable subject to some such morbid re- 
sponse. A common example of this is seen 
in the nervous commotion which is excited 
in some children by postnasal irritation due 
to adenoid vegetations. The growths them- 
selves are probably concerned in the dis- 
turbance only indirectly. Alone they excite 
little irritation unless very numerous, but by 
their presence they render the nasopharyn- 
geal mucous membrane morbidly suscep- 
tible, so that it readily becomes the seat of a 
troublesome catarrh which exerts a curi- 
ously teasing influence upon the nervous 
system. General convulsions sometimes, 
and laryngeal spasm commonly, owe their 
origin to this source of worry. 

The author asserts the more he sees of 
laryngeal spasm, either in the form of 
laryngismus stridulus or stridulous laryn- 
gitis, the more convinced he becomes that in 
these cases the source of the irritation is 








To him catarrhal croup 


the nasopharynx. 
has come to mean adenoids, and to suggest 
at once treatment by measures directed to 
the suppression of a postnasal catarrh. The 
same thing may be said of simple laryngeal 
spasm without catarrh (laryngismus strid- 


ulus). Children who are attacked by these 
dangerous seizures are almost always suf- 
ferers from adenoid vegetations and post- 
nasal irritation. They are also the subjects 
of rickets, but this is not always the case. 
It is a mistake to assume, as is commonly 
done by writers upon this subject, that 
laryngismus is a complication peculiar to the 
rickety state. No doubt in that phase of 
malnutrition there is a special irritability of 
the nervous system which so heightens its 
response to disturbing influences that the 
morbid rejoinder can be provoked by a 
comparatively moderate impression. But 
the occurrence or not of spasm depends less 
upon the constitutional state of the child 
than upon the nature and strength of the 
irritant. If the provocation be adequate, 
spasm may be induced in a neurotic subject 
at any period of infancy and childhood in 
rickety and non-rickety subjects alike. Re- 
peated observation has convinced the author 
that morbid contraction of the laryngeal 
muscles occurs almost solely amongst the 
and is to be 
ascribed directly to nasopharyngeal irrita- 
tion. 

Some time ago the author recorded sev- 
eral cases of laryngismus affecting new-born 
infants, in whom the frequent spasms in- 
volved the gullet as well as the larynx, so 
that swallowing became almost impossible. 
All these infants were from 
adenoid overgrowth and severe catarrhai 
obstruction of the nasal passages; and it 
was interesting to note that the force and 
frequency of the attacks varied in exact 
proportion to the greater or less intensity 
of the nasopharyngeal distress. In cases 


sufferers from adenoids, 


suffering 


such as these, then, as in tetany, the true 
antispasmodic treatment consists in meas- 
ures which allay the local uneasiness and 
put a stop to the nervous commotion by 
removing the cause which has brought it 
about. 





down into the pharynx. 
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These measures consist in applying reme- 
dies locally to the nasopharyngeal mucous 
This is done most easily in 
young children by dropping medicated fluids 
into the nostrils and allowing them to trickle 
One of the best of 
these is resorcin dissolved in normal saline 
solution (2 to 5 grains to the ounce). Of 


membrane. 


this a few drops may be instilled into the 
nostrils several times a day as the child lies 
on his back. If the spasms are violent and 
repeated, the local treatment must be reén- 
forced by the internal use of special anti- 
spasmodics. In the case of the larynx, the 
best of these, beyond all comparison, is the 
liquid extract of grindelia—a drug which 
has a very decided sedative action upon 
spasm of all muscles connected with the 
respiratory apparatus. It may be given in 
doses of ten to thirty drops in water, flav- 
ored with the liquid extract of licorice and 
well sweetened with glycerin, every four 
hours. In the case of young patients grin- 
delia is an antispasmodic of the utmost 
value. In asthma, in whooping-cough to- 
ward the end of the spasmodic stage, and 
indeed in all varieties of respiratory spasm, 
we may turn to grindelia with full confi- 
dence in its beneficial effect. 

Another instance of reflex spasm is seen 
in the rigidity of the muscles of the neck 
which not infrequently occurs in cases of 
acute otitis. The child lies in a state of 
seeming stupor, but is not entirely uncon- 
scious and shows no sign of pain. He holds 
his head stiffly and slightly retracted, and 
whimpers if it is moved, especially if an 
attempt is made to bend it forward. The 
stiffness ceases at once when the purulent 
contents of the tympanum are allowed to 
escape by puncture or rupture of the mem- 
brane. 

The above are the most prominent and 
persistent varieties of reflex spasm, the only 
rational treatment of which consists in 
measures which produce a direct impression 
upon the source of the nervous trouble. 
Other minor examples of spasmodic mus- 
cular contraction of similar mechanism are 
met with in daily practice. The severe 
nocturnal cramps in the limbs which are a 
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common subject of complaint by the habit- 
ual dyspeptic are due to acidity, and can 
be put a stop to by an alkaline draught 
taken at bedtime. Acid collections in the 
cecum and the small intestine near-by may 
set up cramp in the bowel by causing spas- 
modic contraction of its muscular coat, and 
so penning up flatus and preventing it 
passing away. The painful overdistention 
which is apt to ensue can be satisfactorily 
relieved by the administration of the in- 
soluble alkalies, such as the heavy carbonate 
of magnesia, combined with a quarter or a 
third of a grain of codeine given several 
times in the day. Codeine is a valuable 
sedative in all forms of abdominal pain, and 
has the advantage over opium of interfering 
little with the regular action of the bowels, 
Under certain conditions, however, bella- 
donna is to be preferred. 

Spasmodic contraction of the muscular 
coat of the intestine may induce an obstinate 
form of constipation which sometimes 
amounts to impaction of the bowel, and re- 
sists the action of strong aperients given 
again and again. In most cases of this kind 
the difficulty can be overcome by repeated 
doses of the extract of belladonna, giving 
one-fourth of a grain every three hours 
until the pupils begin to dilate. This, the 
first sign that the system is beginning to 
respond to the remedy, is followed quickly 
by relaxation of the intestinal spasm and 
copious relief. 





THE CUTANEOUS AND CONJUNCTIVAL 
TUBERCULIN TESTS IN THE DIAG- 
NOSIS OF PULMONARY TUBER- 
CULOSIS. 

As the result of a careful consideration of 
this important subject in the Archives of 
Internal Medicine of May 15, 1909, Ham- 
MAN and WoLMAN conclude as follows: 

1. In adults the cutaneous tuberculin test 
is of value in diagnosis only when it is 
negative. 

2. The frequency of its occurrence runs 
roughly parallel with that of the subcutane- 
ous test. 

3. The conjunctival test is of value prin- 
cipally on the positive side, a definite reac- 
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tion indicating the presence of an active 
tuberculous lesion. 

4. The most satisfactory results are ob- 
tained by using the two tests simultaneously. 
Both being negative speaks for the absence 
of any active tuberculous focus; both being 
positive, for its presence; the conjunctival 
negative and cutaneous positive is no in- 
formation of value. 

5. It cannot be admitted that the con- 
junctival or cutaneous reactions have any 
prognostic value. 

6. The same conjunctiva should never 
receive a second instillation. The reaction 
so obtained is valueless for diagnosis and 
the procedure not without danger. 

?%. The authors believe that with proper 
precaution the conjunctival test may be 
used without danger of permanent injury to 
the eye. 





LESIONS OF THE NERVE CELLS AND 
VASCULAR TISSUES PRODUCED 
BY ACUTE EXPERIMENTAL 
ALCOHOLIC POISONING. 

In the Johns Hopkins Hospital Bulletin 
for May, 1909, BERKLEy reports an experi- 
mental research in this subject and reaches 

the following conclusions : 

1. In acute alcoholic poisoning the stress 
of the action of the drug falls upon the 
tissues of the walls of the blood-vessels, 
rather than upon the nervous elements of 
the brain. 

2. The involvement of the nerve elements 
is more gradual than that of the mesoblastic 
tissues, and only becomes noticeable, by 
present methods of staining and examina- 
tion, after the lymphatic channels are 
choked with the detritus of white blood- 
corpuscles and other cellular elements. 

3. Nevertheless, the deteriorative action 
of ethyl alcohol on the nerve cell is apparent, 
and when prolonged, in more moderate 
doses than was administered to rabbits, 
produces well-defined cellular changes, as is 
evidenced by nuclear and dendritic changes. 

4. In its action on the nervous tissues, 
ethyl alcohol may be likened to certain other 
poisons, such as ricin or the toxalbumins. 
The administration of these toxins causes 
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the same departures from the normal in the 
nerve elements, but the alcohol has a much 
greater destructive effect upon the white 
blood cells, as well as the cells composing 
the walls of the blood-vessels. 

5. The effect of the drug is proportionate 
to the quantity administered to the animal, 
as well as to the duration of its poisonous 
action before death ensues. Limited quan- 
tities continued over a considerable time 
accomplish, in modified form, the same 
destructive results as higher doses, acting 
during a few days. 





THE TREATMENT OF FIBRINOUS AND 
SEROFIBRINOUS PLEURITIS. 

In the Boston Medical and Surgical 
Journal of April 15, 1909, Lorp writes on 
this subject and gives the following advice 
as to the removal of fluid. 

Potain’s bottle aspirator is most widely 
used. Certain precautions may be men- 
tioned. Fatal. pneumothorax from misap- 
plication of the tubing may be avoided by 
invariably testing the apparatus with sterile 
water or salt solution before the puncture is 
made. The air in the bottle should be 
under negative pressure from the start to 
avoid any back flow of air in case intra- 
pleural pressure is still negative. The ap- 
paratus is capable of a dangerous degree of 
negative force, and during withdrawal this 
should be only sufficient to just maintain 
the flow of fluid. 

The use of an air-tight trocar in connec- 
tion with this apparatus seems to the 
author to have certain advantages over an 
ordinary needle. The trocar is, to be sure, 
more expensive and more complicated, and 
many operators of large experience testify 
that the needle has always proved satisfac- 
tory in their hands. If the needle becomes 
occluded during the operation, however, it 
must be withdrawn before the obstruction 
can be dislodged, if artificial pneumothorax 
and possible infection are to be avoided. 
An obstruction in the air-tight trocar may 
be readily removed without danger by the 
reintroduction of the stylet, and with the 
instrument still in place. Negative punc- 


tures are therefore more reliable than those 
made with the needle. An air-tight trocar 
may be introduced before a connection is 
made with the aspirating set without danger 
of pneumothorax. 

The trocar possesses the further advan- 
tage over the needle that after withdrawal 
of the stylet its blunt-pointed cannula is 
less likely to injure the inflamed pleura. 
Leichtenstern, Russell, Sears, and others 
have called attention to the occurrence in 
rare instances of sudden death in the course 
of thoracic puncture in cases in which 
autopsy fails to disclose the cause. Symp- 
toms indicating a varying degree of shock 
are not very infrequent. Although the 
cause cannot be definitely determined, yet 
the demonstration by Capps and Lewis that 
in man and in dogs irritation of an inflamed 
pleura often gives rise to a reflex of cardio- 
inhibitory or vasodilator type, with lower- 
ing of the blood-pressure, offers a sugges- 
tive explanation. The inflamed pleura 
seems to be especially susceptible, and the 
nervous shock thus induced in dogs may 
even be fatal. Their experiments plainly 
indicate the wisdom of avoiding any un- 
necessary play of even the blunt-pointed 
cannula against the inflamed pleura. 

Opinion is divided as to the amount of 
fluid to be withdrawn. It is common prac- 
tice (1) to continue the evacuation, without 
regard to the amount, until the occurrence 
of such danger-signals as cough, dyspnea, 
pain, pressure, or other discomfort. H. I. 
30wditch’s opinion is of historical interest 
and may well be taken to prevail in this 
country to-day. He recommended the 
immediate withdrawal of the trocar at the 
first moment of suffering (cough, dyspnea, 
stricture of the chest). It is less common 
and yet strongly supported by a few like- 
wise (2) to continue the withdrawal until 
warned as before or until the removal of 
1500 Cc., seldom exceeding this and never 
surpassing 2000 Cc. 

A review of the reported cases in which 
serious symptoms have occurred during 
evacuation affords some guidance in this 
matter. Consider, for example, among 
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others, the instances of albuminous expec- 
toration, the relation of which to the with- 
drawal of fluid cannot be questioned. Of 
51 cases of albuminous expectoration 
recorded in the literature, 13 were fatal. A 
consideration of the post-mortem reports 
on 14 patients in whom death immediately 
followed the operation or occurred after an 
interval suggests that pulmonary inelasticity 
from pleural adhesions or complicating car- 
diac, pulmonary, or mediastinal disease is 
probably an important contributing factor. 
In some instances albuminous expectoration 
has followed the removal of such small 
amounts of fluid as one ounce by Frazer 
and 360 Cc. by Dujardin-Beaumetz, but in 
general it has occurred after the withdrawal 
of large quantities, 1500 Cc. or more in 38 
and 2000 Cc. or over in 26 of the 51 
reported instances. Fatal pulmonary or 
pleural hemorrhage, pulmonary rupture, 
and pneumothorax are also more especially 
to be feared in long-standing or complicated 
cases. The circulatory changes which ac- 
company advancing years may be expected 
to increase the danger. 

In spite of the infrequency of accidents 
and the security which many operators feel 
from large series of successful tappings, 
the unfortunate experience of a few sug- 
gests greater caution in the selection of 
cases. 

In primary and uncomplicated pleurisy 
with effusion, in young -subjects, with 
symptoms of only one, two, or three weeks, 
the evacuation of fluid which flows in 
response to slight negative pressure may 
apparently be safely continued until the first 
moment of cough, pain, dyspnea, pressure, 
or other discomfort. In cases of longer 
duration, however, or in those with com- 
plicating cardiac, pulmonary, or mediastinal 
disease, and in patients past middle life, the 
first operation may well be regarded as an 
experiment, in which, to be sure, unfor- 
tunate accidents are extremely uncommon 
and not wholly avoidable. They are less 
likely to occur if only a small amount of 
fluid is slowly withdrawn without forcible 
aspiration. 
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ECZEMA. 


STERN in an article in the Medical Record 
of May 8, 1909, gives this advice as to the 
treatment of this disease: 

He begins by expressing regret that a 
large number of general practitioners seem 
to know very little about the treatment of 
eczema. It is an every-day occurrence to 
see patients who have been treated for 
years by general practitioners with the con- 
dition continually growing worse. Recently 
the author saw a girl of fifteen in his office 
who for the past two and a half years had 
both her hands completely bandaged for a 
parasitic eczema which had been continually 
progressing. She was constantly under 
treatment by various physicians, who prac- 
tically regarded the case as hopeless by this 
time. After four weeks of treatment her 
hands are entirely clear, and there are 
practically no remaining evidences of the 
disease. She told him that the physicians 
she went to gave her all sorts of internal 
remedies, advised her to soak her hands in 
warm water twice a day, and apply various 
ointments which they prescribed. It is no 
wonder that under this treatment her hands 
got continually worse, and had this treat- 
ment been kept up for eternity her hands 
would not have improved. This is not an 
isolated case, but a history we very often 
have to listen to. , 

There is no question that with our ad- 
vances in dermatology we can cure eczema 
to-day, even of the worst types. The dura- 
tion of treatment necessary in a medium 
severe case is about from four to six weeks. 
Of course, there might be recurrences, but 
it must not be forgotten that one is dealing 
with a catarrh of the skin, with a patient 
who is predisposed to the development of 
this catarrh, and who, under the stimulus of 
the various irritating causes mentioned, may 
develop the disease again. 

This holds good to about the same degree 
as a recurrence of a catarrhal inflammation 
of the mucous membrane will hold good. 
The internal treatment is of some import- 
ance in the treatment of eczema. It is 
important to get your patient in as general 
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a good condition as possible, especially when 
the disease is due to nervous reflex irrita- 
We must take care of the patient’s 
nervous system; we must correct any faulty 
digestion and imperfect elimination; we 
must take care of the circulation. The 
theory of arsenic being a specific in eczema 
should be 


tion. 


has not been and it 


abandoned as a routine treatment; an all- 


proven, 


round intelligent symptomatic treatment is 
far better. 

As regards diet, the author states he does 
not know of any special diet which is of 


much use in treating eczema. In the 
parasitic form, diet does not influence the 
disease in any way whatever. In other 


forms any rational simple diet will do. 
Probably cutting out alcoholic stimulants 
will prove of some benefit. Occasionally 
we will get a patient who will tell you that 


eating various substances, such as shell-fish, 





etc., makes his eczema much worse—prob- 
ably it does through the reflex nervous 
Tell him to abstain from it. But 


It may be 


system. 
these are all individual cases. 
necessary to make radical changes in the 
diet of some patients who are subject to 
various ailments which more or less influ- 
ence his eczema, such as a gouty diathesis, 
rheumatism, excess of uric acid, diabetes, 
etc. In these cases we must treat these 
conditions in addition to the eczema. 
External Treatment.—In the majority of 
cases this is far more important than the 
internal treatment. In the opinion of the 
author the most important thing is to avoid 
absolutely the external use of water in any 
Never permit water to 
touch an eczematous lesion. It is the worst 
form of irritant that we can apply. For 
cleansing purposes use cold cream or some 
If there are a lot of exudations 
or crusts on the lesions, we can best clear 
them off by gently rubbing in some fatty 
or oily substance and wiping off with ab- 
sorbent cotton. If the lesion is erythe- 
matous, or in fact in almost all types of 
eczema, very good results are obtained at 
the Mt. Sinai Hospital in first applying the 


shape or form. 


neutral oil. 
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following solution, known as “Liquor Bur- 
rowii”: 

Plumbi acetatis cryst., 3ij; 

Alumini crudi pulv., 3iv; 

Aque dest., f3viij. 

Dissolve separately, mix, and filter. 

This is best applied by diluting it with 
four parts of water. A thick piece of ster- 
this solution 
is ordered to be applied on the lesion, cov- 
ered with a piece of oiled silk and tied on. 
The oiled silk must somewhat overlap the 


ilized gauze saturated with 


gauze, otherwise it would dry too rapidly. 
This whenever dry, 
probably every three or four hours. We 
find that it has a very soothing action on 
the lesion, that it will generally allay the 
inflammation, and that after using it for 
a time the vesicles and pustules will begin 
to show a clean base. After all the inflam- 
mation has disappeared, we follow up with 
a tar preparation of some form. The one 
the author has found best is the imported 
with a zinc oxide ointment 
base. It is perhaps best to begin with a 5- 
per-cent preparation and increase up to 10 
per cent. The best way to apply this is to 
clean the lesion morning and evening with 
oil or cold cream, then gently apply oint- 
ment, dust over with plain, non-scented 
talcum powder, and lightly bandage. In 
cases of dry, scaly forms of eczema of the 
seborrheic type, situated on the scalp or 
other portions of the body, apply the oleum 
rusci mixed with olive oil in the propor- 
tion of 1 to 3, painting it on twice a day 
with a skin brush. 

In the form of eczema generally found 
on the palms of the hands and feet (large 
bleeding cracks, generally known as washer- 
woman’s eczema), the best results have 
been obtained by painting every day or two 
with a 5-per-cent solution of silver nitrate, 
and then applying a 5- to 10-per-cent sali- 
cylated plaster. The best is the imported 
plaster known as “Emplast. Sapon. Salicyl. 
(Dieterich).” 

Another type of eczema often found in 
children, beginning on the back of the 
scalp, spreading down to the neck, involv- 


should be renewed 


oleum rusci 
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ing the ears, with isolated patches scattered 
over the face, really belongs more to the 
impetiginous conditions than to eczema. 
These can generally be traced back to pedi- 
culi. This condition must be treated before 
one can expect to accomplish anything with 
the eczema. 

Another drug which the author has found 
very beneficial in a great many cases of 
eczema is methylene blue. This can be 
painted on the lesion in a 3-per-cent aque- 
ous solution, or applied in the form of a 
3-per-cent ointment with zinc oxide oint- 
ment base. Small isolated patches which 
are not much inflamed can be painted with 
the methylene blue solution and then 
painted over with flexible collodion—this 
makes a very good dressing. 

The most important adjunct we have in 
the treatment of eczema is the x-ray. It is 
often marvelous to see the way old chronic 
eczematous conditions will yield to the 
a-ray. The author has repeatedly seen 
cases that resisted every other form of 
treatment these applications. 
There is a certain amount of fear in the 
There 


cured by 


lay mind connected with the -+-ray. 
is no question that a great deal of harm 
can be done with the ray, but no more 
than can be done with the improper admin- 
istration of morphine or any other poison. 
Not only the lay press but even the medical 
journals are continually filled with warn- 
ings of the dreadful consequences follow- 
ing the uses of the x-ray, mostly published 
by men whose knowledge of +-ray thera- 
peutics at best is very limited. There is 
no denying that there is a certain element 
of danger, and in inexperienced hands this 
danger is considerable, but on the whole in 
experienced hands the therapeutic applica- 
tion of the «-ray is comparatively safe. 


THE VALUE OF MOUTH-WASHES. 

In the Practitioner for May, 1909, Mum- 
MERY states that although very many anti- 
septics are used for purposes of mouth 
sterilization, a. large number of these are 
rendered of little value owing to the fact 
that, if used in sufficient strength to sterilize 








THE THERAPEUTIC GAZETTE. 


the mouth within a reasonable time, they 
are either too caustic, as carbolic acid, or 
poisonous, as perchloride of mercury. The 
scientific composition of mouth-washes 
hence becomes of the utmost importance. 

The following table of the relative values 
of the different antiseptics is taken from 
Prof. W. D. Miller’s book, “Microdrganisms 
of the Human Mouth,” and is the result of 
careful and elaborate experiments extending 
over several years. The degree of concen- 
tration given in the table is one which can 
be used with safety and comfort in the 
mouth. The time necessary for devitaliza- 
tion refers to the time taken by each anti- 
septic in the degree of concentration given, 
to completely dev'talize a growth of a fer- 
ment bacterium from the mouth grown in 
pure culture in the laboratory. 








: — Concentra- Time necessary for 

Antiseptic. tion. devitalization. 
Salicylic acid............ 1:200 14 minute. 
Benzoic acid sists 1:200 1 to 2 minutes. 
Borobenzoic acid........ 1:175 1 to 2 minutes. 
. (sR 1:1500 2 to 4 minutes. 
Bichloride of mercury... 1:5000 2 to 5 minutes. 
Carbolic acid............ 1:100 10 to 15 minutes. 
Oil of peppermint....... In agreeable 5 to 10 minutes. 

strength. 

Permanganate of potash 1:4000 Morethan 15 minutes 
eee 1:50 More than 15 minutes 


The comparative uselessness of carbolic 
acid as an oral germicide is evident from 
this table, since no one will consent to hold 
a wash in the mouth for ten or fifteen 
minutes at a time; yet carbolic is probably 
more often prescribed as a mouth-wash 
than any other antiseptic. On the other 
hand, the value of salicylic and benzoic 
acids is clearly brought out, the preference 
being given to the latter (benzoic acid) in 
spite of its-slightly less powerful germicidal 
qualities, owing to the more _ beneficent 
action which it exercises on the mucous 
tissues. To quote the words of Professor 
Miller: “As a mouth-wash, we need above 
all a solution which acts quickly, and which 
does not simply prevent the development of 
microdrganisms while it is acting, but which 
devitalizes them. There are agents which 
even in very dilute form, if applied con- 
stantly, have a powerful antiseptic action, 
inasmuch as they prevent the development 














of such microorganisms as may be present 
without devitalizing them. Such agents are 
of no more value in the treatment of the 
oral cavity than an equal amount of dis- 
tilled water. It is seldom that any one, in 
rinsing his mouth, will retain the wash 
longer than one minute, and an antiseptic 
mouth-wash, to be efficient, should be able 
to devitalize the microdrganisms with which 
it comes in contact within this short time.” 
Professor Miller found that the following 

combination of the agents, given in the 
above table, accomplishes this for all, or 
nearly all, microdrganisms in the vegetative 
form. A solution which devitalizes spores 
in one minute is out of the question, and in 
fact is not at all necessary, since the condi- 
tions which lead to the formation of spores 
do not exist in the mouth, where we almost 
exclusively find the vegetative forms. 

Saccharini, gr. x; 

Acid benzoic, gr. xiv; 

Tinct. krameriz, £3); 

Ol. menth. pip., min. ij; 


Ol. cinnam., min. ij; 
Alcohol absol., £3). 


One part of this wash to nine parts of 
water, held in the mouth for one minute, 
will effectively sterilize the oral cavity. 
The saccharin was found to considerably 
add to the value of the wash. 

A simple form of the wash is as follows: 

Acid benzoic, gr. xviij; 
Tinct. eucalypti, f3jss; 
Alcohol absol., 3x; 

Ol. menth. pip., min. iv. 

A teaspoonful to half a glass of water. 

A very excellent mouth-wash for chronic 
septic gingivitis, such as occurs in pyorrhoea 
alveolaris, can be composed with the addi- 
tion of salicylic acid: 

Acid salicylic, 

Acid benzoic, aa gr. xvj; 
Tinct. krameriz, f3jss; 
Alcohol absol., f5j. 

A teaspoonful to a small wineglassful of water 
as a mouth-wash. 

The salicylic acid, besides being a power- 
ful germicide, has a caustic action upon the 
gums, and this, together with the astringent 
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effect of the rhatany, makes the wash a 
useful one for such cases. 

As a local prophylactic measure against 
dental caries, bactericidal mouth-washes 
have also a large sphere of usefulness. 
When, however, deep retaining centers for 
food exist in and between the teeth, the 
complete sterilization of such places is not 
possible by means of mouth-washes alone. 
The food must first be removed by means 
of the tooth-brush, thus enabling the wash 
to flow into such positions and effect their 
proper sterilization. Used in this way, in 
conjunction with the tooth-brush, antiseptic 
washes are of decided value as a preventive 
against dental caries. 





MANAGEMENT OF HEMORRHAGE 
FROM THE PARTURIENT 
CANAL. 

Moran, in the Journal of the American 
Medical Association of June 12, 1909, says 
that many of the predisposing causes of 
postpartum hemorrhage can be overcome, 
and others at least mitigated, if treated 
during pregnancy. Some, however, cannot 
be removed, and these may give much con- 
cern during the second and third stages of 
labor. The anemias, toxemias, and leuco- 
cythemia are particularly prone to cause 
obstinate postpartum hemorrhage. 

Whether to delay a rapid labor or to 
facilitate delivery in a protracted case in 
order to avert subsequent hemorrhage is 
often difficult to decide. 

Unquestionably, the most frequent cause 
of postpartum hemorrhage is the improper 
management of the third stage of labor, 
through neglect, or want of knowledge of 
the principle of contraction and retraction 
of the uterine muscular fibers which act 
as nature’s ligatures in controlling the 
uterine vessels, favor the formation of 
thrombi in the uterine sinuses, and sepa- 
rate and extrude the placenta. Disregard 
of this important function of the uterine 
musculature is liable to be attended by 
grave consequences. 

Every student and nurse should be taught 
at the bedside the method of grasping the 
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fundus of the uterus, as proposed by Credé, 
for placental expression. No attempt 
should be made to deliver the placenta until 
the fundus rises to the level of the um- 
bilicus, indicating that it has become de- 
tached from the uterine wall. At least a 
half-hour should elapse before expressing 
the placenta, unless there is actual uterine 
relaxation or hemorrhage. This allows the 
uterus to rest and prepare itself for the 
completion of the third stage. When the 
placenta is adherent, or if there is retention 
of clots, the fundus should be grasped in 
the palm of the hand, with the fingers on 
the posterior and the thumb on the anterior, 
and at the height of a contraction pressure 
made in the axis of the pelvis. If this fails 
to expel the placenta or clots, it may be 
necessary to introduce the hand into the 
But care must be 
In an 


uterus to remove them. 
exercised not to puncture the wall. 
emergency, bimanual compression, with one 
hand in the vagina pressing the cervix 
upward and grasping the fundus and forc- 
ing it downward against the symphysis, 
will effectually check the hemorrhage and 
allow time for preparing the intrauterine 
The 
placenta is sometimes retained and inverted, 
particularly if traction has been made on 
the cord. If it cannot be expelled by uterine 
compression, the index-finger should be 
passed above the inverted edge, hooked into 
the placenta, and then slight traction will 


douche and subsequent tamponade. 


be sufficient to remove it. 

The author has not infrequently had to 
deal with postpartum hemorrhage of 
greater or less severity, and several of the 
cases are worthy of mention. The first 
occurred in a multipara who was attended 
by a midwife. He was summoned about 
two hours after delivery and found the 
patient in collapse. Examination showed 
the fundus uteri to be at the level of the 
umbilicus, and the uterus contained about 
a quart of clots. The débris was removed 
manually, and further hemorrhage pre- 
vented by intrauterine irrigation and ergot 
hypodermically. The second case, that of 
a multipara, was also under the care of a 
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midwife. When the writer reached the 
bedside the patient had been delivered and 
was having a severe hemorrhage. Exam- 
ination revealed a partially adherent pla- 
centa, which was quickly peeled off with 
the finger and removed, and the uterus 
douched and packed. The third occurred 
in a case of Cesarian section complicated 
with inertia. After the extraction of the 
child the uterus collapsed like an empty 
bag, and there was a marked hemorrhage. 
For a time it was thought that the Porro 
operation would be necessary to control 
the loss of blood. But the liberal use of 
salt solution, together with compression and 
gauze packing, finally checked the bleeding. 
All these patients required stimulants and 
hypodermoclysis to counteract shock, but 
recovered after protracted convalescence. 

In secondary postpartum hemorrhage, 
like the primary, preventive treatment is 
the most satisfactory. If the third stage 
and the puerperium are properly managed, 
this complication can usually be avoided. 
The direct treatment consists in completely 
removing placental débris or clots and se- 
curing complete uterine contraction. 

One of the most alarming cases of sec- 
ondary hemorrhage with which the writer 
states he has ever had to contend was in 
connection with a case of blighted ovum. 
When he reached the patient, she was 
blanched and almost pulseless. Free stimu- 
lation and hypodermoclysis were given and 
the uterus packed. The patient’s critical 
condition made it necessary to defer the 
removal of the mole until the following 
day. The acute anemia yielded slowly to 
the treatment, and the patient had to be 
sent to the seaside to promote recovery. 

Injuries to the cervix, vagina, and pelvic 
floor may be greatly minimized by careful 
attention to the mechanism of labor, retard- 
ing the passage of the child in rapid labors 
and avoiding undue haste in instrumental 
and operative deliveries. Hemorrhage from 
laceration of the cervix should be con- 
trolled, preferably by suture, and all tears 
of the vagina and pelvic floor, no matter 
how slight, should be closed immediately to 
































guard against subsequent hemorrhage or 
infection. 

After the control of the hemorrhage, 
anemia and shock will demand careful at- 
tention. Heat, stimulants, opiates, salt 
solution, administered intravenously, hypo- 
dermically, or by rectum, should be em- 
ployed according to the requirements of the 
particular case. Strychnine and ergot are 
of signal value in uterine hemorrhage; the 
former for its stimulating effect, and the 
latter on account of its specific action on 
the uterus, in reénforcing its contraction 
and thus insuring more complete occlusion 
of the uterine vessels. 





TREATMENT OF OSTEOARTHRITIS. 


NATHAN in an article on this subject in 
the American Journal of the Medical Sci- 
ences for June, 1909, reminds us of the 
well-known fact that up to the present time 
the prognosis in metabolic osteoarthritis 
was considered hopeless as regards the re- 
covery from the joint condition. To be 
sure, it was known that in certain cases 
the disease became quiescent; but no con- 
sistent effort to improve the condition, as 
far as known by the author, has been suc- 
cessful. These individuals are among those 
who have spent their time visiting one resort 
after another without deriving benefit from 
any. Cures have been reported, but those 
who recovered were evidently not suffering 
from metabolic osteoarthritis. 

In reporting results of treatment in these 
cases, the sine qua non is the diagnosis. 
To say one has cured a case of rheumatoid 
arthritis is to say nothing at all—for the 
case may have been one of infectious poly- 
arthritis which could have recovered with- 
out specific treatment of any kind. So in 
the cases, to speak only of recent examples, 
reported by Hoke and Andrews, which are 
said to have been cured by the use of 
kifolac. These cases comprised all forms 


of joint disease, monarticular, polyarticular, 
trophic, and infectious, so that these sta- 
tistics are practically useless. Whether or 
not kifolac is useful in metabolic osteo- 
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arthritis, the author has not been able to 
determine. In the few cases he has seen 
which were treated with it he could see no 
improvement, but these cases were not in 
his own care, and apparently were not 
systematically treated. On the other hand, 
he has had uniformly good results with the 
use of thymus gland extract. 

Some years ago he began to use it, 
because of the influence of the thymus upon 
the development of the bones, as was shown 
by Basch in his experiments upon animals. 
The author first used it in children, in whom 
he found it had a very remarkable effect. 
In children with the metabolic osteo- 
arthritis with large glands and spleen, the 
joint disease soon became quiescent, and 
children who had not been upon their feet 
for from six months to over a year were 
again able to walk. That the restoration 
was due to the thymus and not to natural 
causes was proved by the fact that the 
joint symptoms soon returned when the 
gland treatment was omitted: Good results 
were also obtained in children without 
glandular swelling, and in adults. In adults 
the effect upon the general nutrition is very 
marked. Patients who are extremely emaci- 
ated begin to take on flesh, and the muscu- 
lar power is greatly increased. In the 
earlier stages of the disease the improve- 
ment is more rapid and definite. In the 
later stages large doses must: be continued 
for some time before there is apparent 
benefit. 

Of course it is quite hopeless to attempt 
restoration of joints which have been more 
or less completely absorbed. But in these 
cases the improvement in the general con- 
dition and increased weight is of decided 
benefit to the afflicted individual. In long- 
standing cases muscular contraction con- 
tinues even after all joint symptoms have 
subsided. Such muscles have been perma- 
nently shortened, and the deformity so 
caused must be corrected by tenotomy. To 
attempt to stretch these tendons is danger- 
ous, because such efforts are more likely to 
result in the fracture of the softened bones 
than in the stretching of the tendons. The 
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author has seen this accident a number of 
times. 

His method of proceeding in these cases 
is as follows: The thymus is given imme- 
diately. He usually begins with two 5-grain 
tablets, thrice daily. In two weeks the dose 
is increased to three tablets, and after a 
few months three tablets four times a day 
are given. The patient is kept at rest until 
all symptoms of active joint disease have 
subsided. The author then begins passive 
motion in all the affected joints. This is 
carefully done at first, and gradually in- 
creased until he has an arc of free motion 
which is only limited by the shortened 
tendons. Massage, which is often painful, 
is unnecessary and may even be harmful. 
His next step is to get the patient on his 
feet. This is sometimes a tedious affair, 
for patients, particularly adults, are timid 
at trusting themselves at first. But by per- 
sistence the patient eventually gains confi- 
dence, and finally is able to get around as 
well as deformity in the lower extremity 
will permit. The author has found it much 
more satisfactory, when he has the proper 
assistance and the patient the means, to take 
them into a private institution whilst they 
are learning to walk. Public hospitals are 
not suitable, because in them there are 
neither the trained assistants nor the time 
for this kind of work. A _ persevering, 
intelligent mother can tsually do more with 
a child than any one else. 

As soon as the patient is able to be upon 
his feet or use his joints without the ap- 
pearance of joint irritation, all contracted 
tissues are divided with the tendome and 
the deformity corrected. This, of course, 
requires immobilization for three or four 
weeks ; but with light plaster-of-Paris band- 
ages it does not preclude the use of the 
lower extremities. A few days after the 
operation the patient is again induced to be 
about, and he is usually able to hobble 
around quite comfortably with crutches or 
a cane until the bandages are removed. 

With such treatment all but the most 
severe cases, which have existed for a long 
time, can be definitely improved. Often 








the patients recover sufficiently to be about 
and attend their avocations. The treatment, 
however, requires patience, a definite knowl- 
edge of the condition, and time; without 
these only in the very mild cases can one 
be successful. 

It must not be supposed that the author 
considers the thymus extract a specific for 
the cure of this condition. The nature of 
the disease, as it has been enunciated in this 
communication, precludes such an_ idea. 
Moreover, the fact that in children the en- 
largement of the glands, liver, and spleen 
is not at all affected, although the joint 
condition is markedly improved, shows 
conclusively that its action is not specific, 
as far as the original constitutional condi- 
tion is concerned. The thymus acts simply 
as a stimulant to the nutritive processes, 
and probably counteracts the deleterious 
influence of the causative condition. 








THE EFFECT OF CERTAIN SO-CALLED 

MILK MODIFIERS ON THE GASTRIC | 

DIGESTION OF INFANTS. 

In the American Journal of the Medical 
Sciences for June, 1909, CLARKE reports a 
research on this subject and reaches the 
following conclusions: 

1. The motility of the infant stomach 
varies inversely to the concentration of the 
food. The more dilute the food the more 
frequently may the feedings be given. 

2. Lime-water does not reduce the acidity 
of the gastric contents, the neutralizing of 
a portion of the acid being overcome by an 
increased stimulation of hydrochloric acid 





by the gastric glands. This may even in- 
crease the amount of acid available for 
digestion. 

3. Sodium citrate acts on the acid in the 
stomach, converting it into sodium chloride, 
and thus markedly reduces the “available 
hydrochloric acid.” 

4, Barley water seems to have no con- 
stant effect upon the chemistry of gastric 
digestion in the infant. 

5. The type of infants who vomit per- 
sistently may be divided into two classes, 
hypoacidity and hyperacidity. 
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6. Test feedings should be given to this 
type of infants to determine to which class 
they belong. 

7. A five-per-cent milk-sugar solution 
seems to be the most satisfactory feeding 
to determine fine differences in the gastric 
contents. This may be followed by a mix- 
ture of milk one part, water two parts, to 
determine to what extent the gastric glands 
are capable of responding to stimuli. For 
the lactose solution thirty minutes is the 
most satisfactory time to allow the feeding 
to remain in the stomach; for the milk 
mixture sixty minutes. 

8. On purely theoretical grounds it would 
appear that when the acidity is low either 
small doses of alkalies or of hydrochloric 
acid are indicated, while in hyperacidity 
sodium citrate holds out the best hope of 
benefit. 

9. Protein digestion in the infant’s stom- 
ach is slight and is proportional to the 
amount of hydrochloric acid in the organ. 





BOILS: THEIR TREATMENT. 


JACKSON in the American Journal of the 
Medical Sciences for June, 1909, states that 
for a quarter of a century he has treated 
all boils, no matter where located, accord- 
ing to the method taught him by his friend, 
Dr. George H. Fox. Scores of such cases 
have been treated by the author both in 
public and private practice with uniform 
success. Though he has gone over the 
literature of the subject, he has found no 
mention of the method. As it is simple, 
safe, and effective, he thinks no excuse is 
necessary for making it the subject of his 
communication. 

For the treatment of boils all that is 
necessary is a small piece of stick sharpened 
to a fine point, a little absorbent cotton, a 
95-per-cent solution of carbolic acid, and 
a 5- or 10-per-cent ointment of salicylic 
acid. As soon as the boil has pointed, and 
it has usually done so when the patient 
comes to us, a small bit of the cotton is 
wound about the pointed stick, dipped in 
the carbolic acid, and bored into the soft- 
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ened point of the boil. This gives a chance 
for the pus to escape and thoroughly disin- 
fects the cavity of the boil. The boil is not 
to be squeezed. The surface of the skin in 
the neighborhood of the boil is then washed 
over with peroxide of hydrogen, or a solu- 
tion of bichloride of mercury, 1 in 1000, 
and the salicylic acid ointment spread on 
old washed cotton or linen cloth, or several 
thicknesses of gauze, laid over the boil and 
the adjacent region. That is the end of 
that boil, as a rule. If it is a very large 
boil, the operation may have to be repeated 
the next day. The ointment is to be kept 
constantly on the affected part for a week. 
Of course, a few new boils may appear for 
a few days in the region, the result of the 
infection of the skin follicles before this 
treatment was instituted. They are to be 
treated in the same way, and a cure will 
soon be attained. 

If a patient comes to us before the boil 
has pointed, it may be aborted by injecting 
into it a drop or two of a 5- to 10-per-cent 
solution of carbolic acid, or touching its 
top with 95-per-cent carbolic acid, while 
the above-mentioned salicylic ointment is 
used as a dressing. 

There is no question that warm poulticing 
will relieve the pain of a boil, because it 
relieves tension of the skin. If such a 
dressing is thought to be necessary, there 
is no harm in using compresses of hot boric 
acid solution. It is not necessary if the boil 
is punctured with pure carbolic acid, because 
the acid produces anesthesia in a few mo- 
ments. Many times, in the author’s experi- 
ence, patients who have been kept awake 
for nights by the throbbing pain of the boil 
have gone home and slept quietly after the 
use of the carbolic acid. 


SUCCESSFUL EXTERNAL TREATMENT 
OF ERYSIPELAS. 

Davis states in the Monthly Cyclopedia 
and Medical Bulletin for May, 1909, that 
the number of drugs and measures for the 
local treatment of erysipelas are as great, 
almost, as the number of drugs that can be 
spread on the bare skin. The author has 
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tried them all, both alone and in combina- 
tion, and until he finally hunted out his own 
measure, found no satisfaction at all. True, 
some cases would do nicely, others not quite 
so well, and others not at all. He found 
that the major portion of the infection was 
beneath the epidermis, and that some drugs 
were not absorbed at all, others only 
slightly, or were too caustic or painful in 
their action. While all this experimenta- 
tion was going on, trying to find something 
that would destroy the infection promptly, 
without any pain or resulting scars, the 
infection was still traveling on to new 
fields. The author has most decidedly over- 
come this by the use of the following 
mixture: 

Carbolic acid, 3 parts; 

Spirit of camphor, 6 parts; 

Alcohol, 1 part. 
The amount of the acid is large; it readily 
penetrates the entire skin, destroys the in- 
fection promptly, and leaves no scars, nor 
causes any pain, or very little smarting for 
an instant. The camphor prevents the burn- 
ing effect of the acid and counteracts any 
that may be absorbed into the system. The 
alcohol does the same thing. But a larger 
percentage of alcohol destroys the action 
too greatly. This solution must be freely 
applied With a cotton swab to the infected 
area, and fully an inch beyond the line of 
demarcation. In mild cases, once a day is 
often enough; in the more severe types two 
or three times a day. It can be used as 
desired in any case without the slightest 
fear of any untoward result or action of 
any kind. When first applied it causes an 
intense reddening of both the healthy and 
diseased skin; but this is not to be feared. 
When the infection is destroyed healing 
begins, and as it advances the diseased skin 
will peel off, leaving underneath a perfectly 
healthy, smooth normal skin. If the skin 
is uncomfortably hot or dry, the author 
usually, after applying this solution, covers 
the infected area with gauze wrung out of 
cold sterile salt solution. This will be 
found very soothing to a large number of 
these patients. 
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THE TREATMENT OF CHRONIC 
DISEASE OF THE HEART. 
WETHERED in the Lancet of May 22, 
1909, expresses the following views on this 

subject : 

1. To sustain the force of the heart. 
This is the point to which main attention 
is usually directed. The administration of 
what are known as cardiac tonics is the 
plan that first suggests itself. It is an error, 
however, because the heart’s action is weak 
and irregular, simply to rely on digitalis 
and strychnine. Such drugs are certainly 
useful; so also are strophanthus, conval- 
laria, and sparteine. But all these drugs 
must be used with caution and discrimina- 
tion. Employed alone they may sometimes 
be sources of danger, especially in ad- 
vanced life, from the power they possess 
of raising arterial tension. Speaking gen- 
erally, they are more useful in acute heart 
failure than in more chronic cases; many 
idiosyncrasies occur, and some patients 
tolerate some of these drugs badly. 

Much more can be done by carefully 
studying the patient’s habits of life. We 
can do much to increase the cardiac reserve 
by giving the heart rest. In order to do 
this it is not necessary to make the patient 
live the life of an invalid. If we can render 
the work of the heart more even we shall 
at the same time increase its power. If, 
then, we find a weak, irregular pulse, indi- 
cating that there is not the calm rhythm 
that there ought to be, a few tactful ques- 
tions will frequently enable us to ascertain 
the cause which has upset the tranquillity 
of the circulation. In a very large number 
of instances we shall find that some psychic 
process is at work increasing the irritability 
and apprehension, which are prominent 
symptoms of a failing or irregular circu- 
lation through the brain. A regular cere- 
bral circulation is attended with a feeling 
of security, a failing circulation with inse- 
curity. If we can in any way help our 
patients to “throw off life-harming heavi- 
ness and cultivate a cheerful disposition” 
we shall do a great deal toward sustaining 
the power of the heart. This, unfortunately, 




















is by no means easy, but by suggesting a 
regular mode of life we can be of some 
help. We are consulted by patients in 
varying classes of life, and we must sug- 
gest in accordance with circumstances. One 
of the most difficult is the business man, 
with myocardial degeneration, who with a 
large family to support finds the restric- 
tions and worries of a city life increasingly 
difficult. In many of these cases it would 
be most unwise to advise complete retire- 
ment from business. But by dint of ques- 
tions and hints we can often succeed in so 
rearranging his daily life that the requisite 





rest can be obtained. 

2. Measures for promoting the nutrition 
of the heart. In order to bring this about 
we must insure that the coronary circula- 
This best be 
accomplished by regulating the amount of 

exercise and rest that the patient takes. 
, The principal object is to stimulate the 





tion is satisfactory. can 


arterial circulation in the muscles, to hasten 
the venous currents, and also to promote 
the passage of lymph through the lymphatic 
channels. The metabolism of the 
body is thus improved, and the result is 


whole 


eventually shown in a better digestion and 
general relief of the nervous symptoms. 
This result may be brought about in the 
more simple cases by directing the patient 
to take walking exercises daily, the length 





of the walk being gradually increased and 
the gradient up which the patient walks 
being raised if possible. At the same time 
the patient should pause occasionally and 
Thus, the 
lungs requiring more blood, the heart is 

temporarily relieved. Marked dyspnea and 
the chest both 
I" symptoms which should receive due atten- 
tion, being valuable guides to the amount 
of exertion which may be considered bene- 
ficial. For those who cannot take active 
exercise massage may be adopted, whereby 
the tendency to stagnant circulation is ma- 
terially lessened. 


take a few deep respirations. 


pain across upper are 


This measure is particu- 
useful in assisting to stimulate the 
coronary circulation in those patients who 
are bedridden, or compelled to take very 


larly 
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little exercise, and on that account tend to 
impairment of the heart’s nutrition and 
suffer from chilly extremities, feeble pulse, 
torpid digestion, and passive pulmonary 
congestion. 

3. To reduce the peripheral resistance. 
Before discussing the mechanical means 
which have been introduced with the object 
of regulating exercise the author briefly 
considers the third principle which should 
govern our treatment—namely, the reduc- 
tion of the peripheral resistance. He does 
not think that this element has been suffi- 
ciently emphasized or understood. It is 
evident we can attempt to help the heart 
either by increasing its power or reducing 
the work which it has to do—that is to say, 
by reducing the tension in the peripheral 
vessels. To some extent this may be done 
by drugs, although recent investigations 
have shown that the vasodilators as a rule 
only cause very temporal lowering of the 
tension, and are more of use when a 
temporary relaxation of the walls of the 
vessels is required instead of a prolonged 
effect. Thus the vapor of amyl nitrite is 
very rapid in its action, and so is useful in 
an attack of angina pectoris, when imme- 
The 
same remark applies to nitroglycerin, usu- 
the form of liquor 


diate and decided action is necessary. 


ally 
trinitrini or in tablet 
prolonged action nitrite of sodium will be 
found satisfactory. The also 
obtained good results from the administra- 
tion of iodide of potassium (from three to 
five grains) with the bicarbonates of sodium 
These may be combined 


prescribed in 
form. For a more 


author has 


and potassium. 
with the cardiac tonics, strophanthus being 
given if the tension is inclined to be high. 


THE ROLE OF ANEMIA IN 
ANESTHESIA. 

In discussing an article by Sutherland 
which appeared in the Medical Journal of 
Australasia for last January the London 
Lancet of May 22, 1909, says that Suther- 
land has analyzed 900 cases of chloroform 
administration at the Women’s Hospital, 
Melbourne. The blood-pressure was meas- 
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ured in these cases, and of course was found 
to be lowered, as always obtains during the 
use of chloroform, In young women the 
blood-pressure averaged 110 to 130 mm. 
Hg, and those with a high pressure, we are 
told, did not do well under chloroform. 
Among the women who were aged forty- 
five years and above, the average blood- 
pressure was 100, and no untoward symp- 
toms occurred under chloroform. The blood 
was examined also, and it was found that 
the incidence of danger under chloroform 
fell most upon patients who were anemic 
and in proportion to the degree of anemia. 
Other conditions—age, sepsis, blood-press- 
ure—appeared to be dominated by the blood 
state. Anemia from whatever cause acted 
prejudicially when chloroform was em- 
ployed. 

These conclusions are noteworthy. Dr. 
Sutherland anemia as causing 
danger under chloroform owing to (1) the 
fact that in anemia, while the total volume 
of blood is increased, the relative number 
of corpuscles is decreased; (2) the larger 


regards 


volume of blood allows more chloroform 
to be absorbed; and (3) the poor quality 
of the blood leads to malnutrition of the 
heart and so renders it more liable to chlo- 
roform poisoning. Dr. Sutherland has 
been led to employ ether for anemic subjects 
and has met with satisfactory results. 

The second contention advanced is prob- 
ably unsound, at all events in its entirety, 
as the recent work done on the action of 
chloroform has revealed the fact that the 
red cells are the active carriers of chloro- 
form as of other anesthetics, and so it is 
doubtful whether the blood of anemic sub- 
jects does absorb more chloroform than is 
the case with normal individuals. The con- 
tention that the tissues are ill nourished is 
no doubt the main factor in producing 
danger in such persons, and this applies 
with even greater force to the tissues of the 
central nervous system than to the fibers 
of the myocardium. McWilliam and others 


have proved that in the case of certain of 
the lower animals acute dilatation of the 
heart occurs when chloroform is inhaled, 
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and there appears to be little doubt that 
when the musculature of the heart is poorly 
nourished this dilatation is accentuated and 
is liable to pass beyond the degree which 
is consistent with ultimate contraction. This 
fact probably explains the tendency to 
heart failure under chloroform to which 
Dr. Sutherland draws attention. 

It is, however, the nervous system which 
suffers most in anemic states. Dr. Leonard 
Hill’s work has taught us that the central 
nervous system when depleted of blood or 
supplied with blood of poor quality is pecu- 
liarly liable to be affected by drugs. A dose 
of chloroform which is well within the safe 
limit, if supplied to a normally nourished 
medulla, will destroy the nerve cells the 
vitality of which is lowered by starvation. 
It is a matter of common clinical experi- 
ence that anemic persons, more especially 
those in whom the bloodlessness is the result 
of chronic morbid processes, frequently 
take anesthetics badly, and are liable to 
circulatory depression of more or less se- 
verity and to storms of irregular nervous 
action often making for respiratory failure 
or inadequacy. The rdle which poverty of 
hemoglobin plays is probably that it leads 
to chronic oxygen starvation—a condition 
consistent only with depressed tissue vitality. 
That chloroform reacts more dangerously 
than ether is explicable when it is remem- 
bered that the former is a powerful proto- 
plasmic poison; the latter seldom destroys 
cells unless used in enormous quantities— 
quantities which are outside the range of 
the usages of the anesthetist. And this - 
consideration probably gives the key to the 
problem presented when chloroform has to 
be used for patients suffering from ad- 
vanced anemia. It is not the chloroform 
which kills so much as the use of large 
quantities for prolonged periods and a con- 
comitant deprivation of oxygen. The 
actual quantity of chloroform required for 
anemic patients is far less than in the case 
of healthy subjects, and when oxygen is 
employed pari passu with the anesthetic 
one of the chief dangers is diminished 
almost to the vanishing point. 
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The effect of oxygen in protecting tissues 
from chloroform toxemia has been demon- 
strated experimentally by Prof. C. S. Sher- 
rington and Miss Sowton, and clinical ex- 
perience supplies ample corroborative evi- 
Methods which do not enable the 
the results of his 
dosage except by the advent of dangerous 
for 
patients who are anemic. This is so because 
restriction of the quantity given is the only 


dence. 
anesthetist to estimate 


symptoms must be always perilous 


chance of safeguarding them from initial 
dangers, and also because their tissues once 
subjected to overdosage are so readily de- 
that resuscitative measures are 
seldom of any avail. Dr. Sutherland has 
done a useful service in commenting upon 


stroyed 


this aspect of anemia, since although many 
the 
dangers of general anesthetics for persons 
in whom the blood count has revealed a 


surgical writers have insisted upon 


the 
failed to 


marked depreciation of corpuscular 


constituents, they have realize 
that the danger lies not so much in the 
anesthetic as in the manner in which it is 
employed. 

The inquiry is really far-reaching and 
involves not only the question of how far 
chloroform when introduced in massive 
doses destroys the red corpuscles—that it 
does so is certain—but also how far it is 
capable of destroying the active glandular 
tissue of organs such as the liver and the 
kidneys. In acidosis anemia is a fairly 
constant factor, and malnutrition of tissue 
probably plays an important part in bring- 
ing about the necrobiosis of epithelium 
which is the prelude to abeyance of glandu- 
lar function. It is said that 
anemic persons “take anesthetics well,” and 
the statement may be accepted by the super- 


ficial observer, since the actual induction of 


sometimes 


anesthesia is often simple in the case of the 
asthenic. However, there can be no doubt, 
when we recall the facts which experiment 
has demonstrated, that the dangers in these 
cases are of a nature which is not revealed 
in the gross phenomena incident to induc- 
tion; they are insidious, far-reaching in 
their effects, even when giving little warn- 
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ing of their presence until catastrophe 


occurs. Anemia must be accepted as proof 
of a power of resistance to drugs such as 
chloroform. To be forewarned is in such 


cases to be forearmed. 


NOTE ON NITROUS OXIDE AND 
OXYGEN ANESTHESIA IN COM- 
PARISON WITH ETHER 
ANESTHESIA. 


In the Cleveland Medical 
June, 1909, CriLe has this to say on the 


Journal for 


subject of nitrous oxide anesthesia and 
ether anesthesia: 
from 


the clinical 


there are several marked points of contrast 


Viewed standpoint, 


between nitrous oxide and oxygen anes- 
thesia and ether anesthesia. 

In cases of acute pyogenic infections, the 
natural resistance or immunity of the 


patient seems to be materially impaired. 
This impairment is manifested in at least 
a goodly proportion of cases by a marked 
infection, 
This 
often follows independent of the surgical 
following 


increase in the symptoms of 


pulse-rate, fever, and local signs. 
oxide and 


procedure nitrous 


oxygen anesthesia. Such exacerbation is 
rarely observed, granting, of course, paral- 
lel conditions as to the type and stage of 
infection and the magnitude and technique 
of the operation performed. 

As to the relation of these 
thetics to surgical shock, observations have 
been made in operations upon all important 
parts of the body, excepting the central 


nervous system and the thoracic viscera. 


two anes- 


There is quite certainly less shock under 
nitrous oxide and oxygen anesthesia. In 
certain handicapped cases, nitrous oxide 
and oxygen anesthesia is 
ether. Ether, on 


strikingly safer 
the other 
far better muscular relaxation 


than hand, 
assures a 
and less venous congestion than nitrous 
oxide and oxygen. 
without danger, especially with reference 
to the suboxidation which, to a certain 
degree, seems as yet necessary under cer- 
circumstances—male patients, alco- 


Nitrous oxide is not 


tain 


The author has seen 


obesity, ete. 


holics, 
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one case of cardiac collapse. In nitrous 
oxide and oxygen anesthesia there is a very 
narrow margin between surgical and in- 
complete anesthesia. It requires far greater 
skill in administration. It is hoped that 
some investigation now in progress may 
throw more light on certain of the phe- 


nomena. 


A QUANTITATIVE MODIFICATION OF 
THE VON PIRQUET TUBERCULIN 
REACTION AND ITS VALUE IN 
DIAGNOSIS AND PROGNOSIS. 


Wuite and GraHAm contribute to the 
Journal of Medical Research for April, 
1909, a paper with this title and reach the 
following conclusions: 

They believe this local tuberculin reaction 
to be absolutely specific for tuberculosis, 
and when considered from their stand- 
point it becomes of prognostic as well as 
diagnostic value. From a close observation 
and careful physical examination of certain 
cases with almost imperceptible or inactive 
healed lesions, they feel that any except 
advanced cases, not reacting to the cutane- 
ous test of Von Pirquet, using .02 centi- 
meter of one hundred per cent O. T. by 
their method, must be considered free from 
tuberculosis, or having a very inactive lesion 
which ordinary mental or physical strain 
will not activate, and should not be confined 
to an institution for active treatment. 

The Moro inunction method of cutaneous 
diagnosis by tuberculin is more difficult to 
give than the Von Pirquet and cannot be 
controlled quantitatively. It is no more 
sensitive and often produces constitutional 
reactions. 

In the ophthalmic tests the quantities of 
tuberculin by weight usually used are not 
concentrated enough to give as positive 
results as the Von Pirquet test. Bad re- 
sults have followed its use, and it should, 
therefore, be replaced by the equally posi- 
tive, less harmful cutaneous test. 

The subcutaneous method with constitu- 
tional symptoms is of no greater value for 
diagnosis than a local reaction, and may 
often aggravate a tuberculous focus into 


activity. 


THE THERAPEUTIC GAZETTE. 





ACUTE PURULENT OPHTHALMIA. 

HENDERSON has contributed a_ useful 
paper on this topic to the British Medical 
Journal of May 22, 1909. He reminds us 
that the most frequent cause of purulent 
ophthalmia is the gonococcus, and if early 
treatment is not successfully adopted the 
loss of the affected eye is an event only too 
probable. 

If, as is frequently the case, only one eye 

is affected, the surgeon should first examine 
the apparently sound eye, and should this 
show no sign of inflammation, take im- 
mediate steps to protect it from contamina- 
tion. This is best done by the use of a 
suller’s shield, but until this can be pro- 
cured or improvised the sound eye can be 
efficiently protected by means of cyanide 
gamgee tissue securely fixed with a band- 
age. 

When a Buller’s shield is employed, con- 
stant attention must be directed to the 
strapping over the side of the nose, and a 
vent-hole should be made near the outer 
part of the eyebrow by inserting a small 
piece of drainage tube. The shield must 
not be removed until all discharge from the 
affected eye has ceased. The next step is 
the careful removal of all discharge from 
the affected eye by gentle irrigation with 
warm one-per-cent boric acid lotion. The 
surgeon or attendant should always wear 
protecting goggles while engaged in the 
treatment of any of these severe ophthal- 
mias. As soon as the eye is sufficiently 
clean the lids should be gently separated 
and the cornea examined. Should there 
be any doubt as to the presence of any 
ulceration, a drop of fluorescine solution is 
instilled. If the cornea is as yet unaffected, 
the lids are gently inverted without allow- 
ing anything to come in contact with the 
cornea—the slightest abrasion being sure 
to become infected, with disastrous conse- 
quences to the eye—and painted with a 
two-per-cent solution of silver nitrate by 
cotton 





means of a wisp of absorbent 
wrapped round a glass rod. If the conjunc- 
tiva is very brawny and edematous, this 
painting had better be omitted. There is no 


necessity to neutralize the excess of silver 
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solution ; it is sufficient to mop the conjunc- 
tiva with a pledget of wool. 

The patient is kept in bed and provided 
with some absorbent cotton and a basin of 
warm boric acid lotion, and instructed to 
wipe away the discharge as fast as it is 
secreted. Every hour or two during the day 
and at least every four hours during the 
night the conjunctival sac is thoroughly 
irrigated with the same lotion from an 
undine by the attendant. A little boric acid 
ointment should be smeared on the lids to 
prevent them from sticking together. 

The silver application should also be 
repeated daily, the strength and frequency 
of the application being gradually dimin- 
ished as the case improves. 

If the cornea becomes affected, one-per- 
cent atropine should be instilled every four 
hours, and if the discharge is still copious 
and an actual ulcer has made its appearance, 
two-per-cent silver nitrate solution should 
be stippled into the base of the ulcer, but 
if the discharge has nearly ceased, cauter- 
ization with pure carbolic or the galvano- 
cautery will be advisable. If the ulcer is 
obviously about to perforate, as shown by 
the bulging of Descemet’s membrane, a 
small perforation should be made so as to 
allow the aqueous to escape slowly, and 
thus prevent a large perforation with pro- 
lapse of iris. The later treatment of eyes 
in which perforation of the cornea has taken 
place and left a prolapsed iris adherent to 
the cornea falls outside the scope of this 
paper; it is sufficient to state that unless 
operative steps to free the iris or make an 
iridectomy are taken the eye will be lost 
through secondary glaucoma. 


THE PREVENTION OF TYPHOID FEVER 
BY VACCINATION AND BY EARLY 
DIAGNOSIS AND ISOLATION. 

Major Russert of the Medical Corps of 
the United States Army reaches the follow- 
ing conclusions as to this subject in the 
Military Surgeon for June, 1909: 

1. Typhoid fever can be stamped out by 
an aggressive campaign in which the sources 
of infection are traced by modern methods. 
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2. This disease is practically contagious, 
and the patients should be isolated and 
routine disinfection carried out, not only 
until they are convalescent, but also until 
they have ceased to excrete bacilli. 

3. The correct diagnosis at the earliest - 
possible moment of all cases is of prime 
importance to the sanitarian. Earlier diag- 
nosis can be made by blood cultures than 
by the agglutination test or by clinical 
signs. 

t. The diagnosis of mild and ambulatory 
cases is of the greatest importance for the 
sanitarian. 

5. In time of war, when we have to deal 
with large numbers of new and untrained 
men, vaccination against typhoid fever, of 
the entire army, is the most promising way 
of keeping down the non-effective rate due 
to this disease. 

6. In time of peace, especially before the 
summer maneuvers, as many volunteers as 
possible, from the Hospital Corps, should 
be vaccinated. 

7. Vaccination should not be confined to 
the Hospital Corps, but an opportunity 
should be offered to every one in the ser- 
vice to be vaccinated. 

8. This procedure has already been car- 
ried out on nearly 35,000 men without any 
untoward results whatever, and with mag- 
nificent results as regards protection. 





THE INCOMPATIBILITY OF IODIDE 
WITH PAGENSTECHER’S OINT- 
MENT AND CALOMEL. 

It is well known, but constantly forgot- 
ten, that if yellow oxide of mercury oint- 
ment or calomel be placed in the eye of a 
patient who is taking iodine in any form, 
violent irritation is produced, and the mor- 
bid process instead of being arrested is 
accentuated. It is very easy to make this 
error when treating a “strumous” child suf- 
fering from phlyctenulz with yellow oxide 
ointment locally, and with cod-liver oil and 
syrup of iodide of iron internally. Next 
day the child returns, with all the symptoms 
aggravated. Yvert (Rec. d’Ophtal., August, 
1908) in a lecture at Dijon treated of this 
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subject. He told his hearers that the iodine 
acted upon the mercury compound, and pro- 
duced a mercurous iodide which in the 
presence of an excess of iodine rapidly de- 
composed into free mercury and the ex- 
tremely caustic mercuric iodide. The same 
unpleasant experiences occurred when oxy- 
cyanide of mercury was used locally to 
wash out the bladder of a patient taking 
iodine. Hollander (Berlin Society of Medi- 
cine, May 16, 1906) pointed out that this 
double decomposition with the formation 
of nascent mercuric iodide could be utilized 
therapeutically in cases of tubercle of 
mucous membranes, buccal, laryngeal, and 
cystic. He found that, especially in tubercle 
of the bladder, excellent results were ob- 
tained. The patient is given a teaspoonful 
of a five-per-cent solution of iodide of 
potassium a quarter of an hour before the 
local treatment, which consists of the insuf- 
flation of calomel or its injection in oily 
emulsion. 

Yvert concluded by warning his hearers 
never to put calomel or yellow ointment 
into an eye until they had ascertained that 
the patient had not taken iodine, either from 
a medical man’s prescription or in one of 
the patent medicines which often contain it. 
—British Medical Journal, May 22, 1909. 





GOUT AND ITS TREATMENT. 


MuvrRRELL in the course of an article in 
the Clinical Journal of May 19, 1909, points 
out that the term “irregular” gout is very 
commonly used and often without any very 
definite meaning. It is applied to certain 
distinct groups of symptoms which appear 
in the children of gouty parents. The 
most familiar of these ailments is indiges- 
tion, with its accompaniment of impaired 
appetite, nausea, vomiting, flatulence, heart- 
burn, and acid eructations. The bowels 
may be irregular, there may be colicky diar- 
rhea alternating with attacks of constipa- 
tion. The patient is notably depressed, 
despondent, dejected, and above all irrita- 
ble and hypochondriacal. In the condition 
known as gouty heart the patient suffers 


from palpitation, attacks of dyspnea, and 
pseudoanginal pains. The cerebral symp- 
toms comprise giddiness, temporary impair- 
ment of sight and hearing, and threatenings 
of apoplexy. There may be _ urinary 
trouble, indicated by the intermittent pres- 
ence of sugar in the urine, oxaluria, and 
even urethritis, not of necessity traceable 
to infection. Gouty eczema is a _ well- 
marked variety of this affection, and many 
cases of chronic bronchitis are attributable 
to this cause. That many of these symp- 
toms are in reality gouty in origin is proved 
by the fact that they often all disappear on 
the breaking out of a paroxysm of the dis- 
ease in the foot. It must not be assumed, 
however, that all these symptoms are gouty 
in origin. We hear a great deal about 
gouty iritis, gouty liver and stomach, gouty 
arteriosclerosis, gouty kidney, and gouty 
cerebral disturbance. These phrases are 
the stock-in-trade of the fashionable physi- 
cian, and are often but the expression of 
deficient clinical experience. The writer 
remembers one case of “gouty eczema” un- 
doubtedly due to scabies, and a “gouty kid- 
ney” which he should have diagnosed as a 
hard chancre. 

“Suppressed” gout or “retrocedent” gout 
is another variety of which more is heard 
in private practice than in the course of 
one’s hospital experience. In these cases 
the pain and inflammation in the joint ab- 
ruptly subside with the onset of symptoms 
in some internal organ such as the stomach 
or the heart. This is regarded as an exam- 
ple of metastasis. When the stomach is 
affected the symptoms are usually nausea 
and vomiting, loss of appetite, and pains 
which are spasmodic in character. When 
the retrocession is to the heart, dyspnea, 
palpitation, and even syncope may, it is 
said, ensue, but these conditions are cer- 
tainly not of common occurrence, and are 
in the majority of cases readily controlled 
by the timely administration of a 10-grain 
calomel pill. 

In many people gout is incomplete in the 
sense that there has never been an actual 
developed attack. They often suffer 
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acutely and are rarely free from strange 
sensations of tingling, burning, and pain 
in different parts of the body. A curious 
combination is that of the gouty with the 
nervous diathesis. The neuromimete usu- 
ally leads an unhappy life; he feels that 
something is wanting, and yet hardly real- 
izes what it is he requires. He is often 
a middle-aged bachelor who has neglected 
his opportunities of getting married, and 
finds out too late that he has made a mis- 
take. His friends console him by telling 
him that having failed to make his bed he 
cannot expect ‘to lie on it. 

With regard to treatment, colchicum is 
and for many years has been the standard 
remedy. Respecting its mode of action 
little is known. It has been said that it 
never does any good unless given in doses 
sufficient to produce purgation, but this is 
not the experience of the author, for small 
or moderate doses often prove efficacious in 
allaying the inflammation. The action of a 
large dose is readily explicable on the 
ground that the drug insures the elimination 
of the gouty poisons by the bowels. Small 
doses may increase the flow of urine, but 
this is not always the case, and it is certain 
that colchicum does not increase the excre- 
tion of uric acid. In healthy people thera- 
peutic doses of colchicum produce no symp- 
toms save cholagogue purgation. It is not 
known to be of any use in any other disease 
than gout, with the possible exception of 
rheumatism, and that is more than doubtful. 
Ordinarily in gout the author gives colchi- 
cum wine in moderate doses, but in the case 
of the brewer’s draymen suffering from 
chiagra he commonly gives it in drachm 
doses with half a drachm of iodide of 
potassium every four hours for twenty-four 
hours. He does not defend the prescrip- 
tion—it is purely empirical; but it is effica- 
cious in that particular class of individual 
at whom it is aimed, so that he is able to 
resume work in a couple of days. It pro- 
duces violent purging and often vomiting, 
but it must be remembered that these 
patients are big, bulky, brawny men who 
are not readily affected by ordinary medi- 


cinal measures. He has often seen this 
treatment do good and has never known it 
do harm, but everything depends on the 
selection of the cases. The minimum fatal 
dose of colchicum wine is half an ounce. 
As an accessory treatment he smears the 
hand freely with a mixture of extract of 
belladonna and glycerin, and after wrap- 
ping it in cotton-wool sees that it is kept in 
a sling. When the swelling is very pro- 
nounced and the tension gives rise to great 
pain, painting with flexible collodion will 
afford immediate relief. 

For a chronic case of gout he prescribes 
1/60 of a grain of colchicine with a grain 
of calomel in a pilule every three or four 
hours according to the activity of the 
symptoms. As an accessory measure he 
orders a drachm of calomel ointment to be 
rubbed into the abdomen every night at 
bedtime. 

Colchicine, which is an alkaloid with an 
acid reaction, although comparatively little 
used in medicine, is a most valuable remedy 
in doses of from 1/100 to 1/32 grain. It 
has a marked physiological action, pro- 
ducing in large doses motor and sensory 
paralysis with death from respiratory 
failure. Its action is curiously delayed, 
there being a latent period of from one to 
three hours. It expels the leucocytes from 
the circulation, collecting them in the bone- 
marrow and lungs. After a time they 
return to the peripheral circulation, and it 
is then found that there is an increase in 
the white cells, especially of the polymor- 
phonuclear variety. It is possible that in 
this curious action may be found a clue to 
its beneficial action in gout. Colchicine 
sometimes increases the flow of urine 
slightly, but it has been known to produce 
anuria of many hours’ duration. Colchicine 
salicylate may be given in doses of 1/60 
grain. It is soluble in water. 

It is doubtful if iodide of potassium is 
of any value in the treatment of gout, 
although it may be of use in the chronic 
inflammatory thickenings of the fibrous 
tissue to which that disease gives rise. It 
bears the same relationship to gout that it 
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does to syphilis; it does no good in the 
disease itself, but is useful in the sequele. 

Lithium in the form of the carbonate and 
citrate are popular remedies for gout, but 
they are of doubtful efficacy, at all events 
in ordinary medicinal doses. They are ex- 
creted by the kidneys, it is true, but they 
exert no greater diuretic effect than would 
be produced by an equal quantity of com- 
mon salt. They act as solvents for uric 
acid, but only in such a degree of concen- 
tration as would produce toxic symptoms 
such as nausea, vomiting, and diarrhea. It 
may be safely said that lithia is of no value 
in the treatment of gout. Lithia water 
probably owes any virtues it may possess to 
its action as water rather than to the small 
dose of lithia it contains. 

Piperazine had at one time some kind of 
reputation in the treatment of gout, or 
rather of goutiness, but that reputation has 
not been maintained. It is true that it 
dissolves twelve times as much uric acid as 
carbonate of lithium, but it would be 
impossible to get enough into the patient to 
exert any beneficial solvent action. It is 
essentially a test-tube remedy. 

For chronic gouty bronchitis the remedies 
on which the author chiefly relies are pure 
terebene in 10-minim doses three times a 
day, and pix liquidum, two grains, made 
with lycopodium into a pill, of which two 
should be taken every four hours. When 
the asthmatic condition is the prominent 
symptom cubeb cigarettes will be found 
useful. 

Gouty patients often suffer from profuse 
perspiration, not at the time of the attack 
but chronically, and for this picrotoxin, the 
neutral principle obtained from Animirta 
paniculata, is an infallible remedy. In the 
case of a man who for many years parted 
his hair with a towel, the sweating about 
the head was so profuse that when he lifted 
his hat he was subjected to a veritable 
shower-bath. A pilule of 1/60 grain of 
picrotoxin twice a day for a fortnight 
checked the distressing symptom, from 
which he has now been entirely free for six 
months. Picrotoxin is a very reliable and 
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certain remedy for nearly all forms of 
sweating. 

Hot baths are undoubtedly useful in 
many forms of gout, especially when the 
joints are chronically affected. To the 
ordinary full-length bath, containing thirty 
gallons, may be added half an ounce of 
pure terebene and ten drops of either 
pumilio pine oil or oil of the Eucalyptus 
maculata. An alkaline bath may be made 
with four ounces of bicarbonate of sodium 
and ten drops of oil of bergamot. A salt 
bath is prepared with six pounds of bay salt 
and a couple of drachms of bay rum. In 
cases of emergency a saline bath may be 
made by pouring in a couple of bottles of 
any of the ordinary saline purgative waters. 
Mustard, twenty ounces of the meal, and 
liquor ammoniz, four ounces or more, are 
also useful, and common washing soda is 
often prescribed under various fancy names. 


THE TREATMENT OF DIABETES 
MELLITUS. 

In an article on this topic in the Detroit 
Medical Journal for May, 1909, Levison in 
writing on this topic points out that the 
care of the mouth is very important. The 
organisms found in the buccal cavity thrive 
on the saccharine body fluids and a fetid 
breath, stomatitis, and pyorrhea alveolaris 
often result. Every diabetic should con- 
stantly and faithfully use a mouth-wash, 
and of these the liquor antisepticus alkalinus 
answers every requirement. The following 
prescriptions by Ortner are very useful: 

For caries and fetid breath: 

Beta-naphthol, 5 grains; 
Sodium borate, 1 ounce; 
Peppermint water, 5 ounces; 
Distilled water, 2 pints. 
S.: Use several times daily as mouth-wash. 


For stomatitis and painful gums: 


Laudanum, 1 drachm; 
Potassium chlorate, 2% drachms; 
Sodium borate, 2% drachms; 
Orange-flower water, 1 ounce; 
Distilled water, 2 pints. 

S.: Use as gargie. 


As a substitute for sugar, diabetics have 
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their choice of saccharin, crystallose, or 
dulcin. Saccharin (benzoyl sulphonimide) 
is 300 times as sweet as sugar. It is very 
conveniently prepared in tablet form by a 
number of firms, and is for that reason 
preferred by many diabetics to crystallose, 
especially when traveling. Crystallose is a 
crystallized form of saccharin, 400 times as 
sweet as sugar, very soluble in water, and 
used in liquid form. The amount of either 
which an ordinary patient consumes is not 
harmful. Dulcin is not used so extensively. 
It has no particular advantage and has been 
known to produce icterus. 


IRITIS. 


In the British Medical Journal of May 
22, 1909, HENDERSON in writing on iritis 
has this to say concerning it: 

The iris, representing as it does the most 
anterior portion of the uveal tract, seldom 
passes through an attack of acute inflamma- 
tion without some slight involvement of the 
ciliary body. In cases in which this in- 
volvement is very severe it is customary to 
speak of iridocyclitis, but it must be under- 
stood that there is no very hard and fast 
line to be drawn between the two diseases. 

Iritis is usually attended with very severe 
pain, and it is this which usually brings the 
patient before the surgeon. 

On examination it will be seen that ciliary 
injection is present, the pupil is constricted, 
and its edges are irregular. The reaction 
to light is sluggish, even before any 
synechie have had time to form, and the 
color and texture of the iris are altered. 
As during the acute stage iritis is usually 
unilateral, these points are easily determined 
by comparison with the other eye. Hypo- 
pyon and hyphemia are rarely met with in 
simple iritis. If there is much involvement 
of the ciliary body, the altered condition of 
the intraocular fluid manifésts itself by the 
presence of deposits on the back of the 
cornea. As a result of the albuminous 
nature of the aqueous humor in these in- 
flammations, filtration is so seriously inter- 
fered with that the intraocular tension may 
be so increased as to endanger the eve in 


the absence of operative interference. These 
symptoms, compared with the previous re- 
marks on conjunctivitis, sufficiently differ- 
entiate the two affections. 

Before discussing the diagnosis of iritis 
from glaucoma the author says a few 
words about the etiology and treatment of 
iritis. Sepsis, syphilis, and tubercle are the 
main causes of iritis. Sepsis—under which 
is 





heading the author includes gonorrhea 
by far the most important of the three. 
Apart from gonorrhea, the most frequent 
source of septic infection is to be found 
in the mouth, in the shape of pyorrhea 
alveolaris, and soft caries of the teeth. 
These affections are, as is well known, 
responsible for other diseases, and, as 
Hunter pointed out, individual patients 
exhibit great variations at different periods 
in the degree of their immunity. Iritis is 
usually accompanied in this class of cases 
by cyclitis, and it is not uncommon to meet 
with a patch of inflammation in the choroid. 
The gonorrheal type usually shows much 
vascular engorgement, and is prone to the 
early formation of synechiz. 

Syphilitic iritis manifests itself in two 
forms. The commonest is a simple plastic 
iritis usually seen before the end of the 
first year. This form may also be seen in 
congenital syphilis, and usually accompanies 
interstitial keratitis. A second and much 
rarer form is seen as a late secondary or 
early tertiary form, and is characterized 
by the formation of yellowish-red nodules 
near the pupilary and ciliary borders of 
the iris, but not in the intermediate zone. 

Tuberculous iritis occurs in a miliary 
and a conglomerate form. In appearance 
it resembles the late form of syphilitic 
iritis, from which it is to be distinguished 
by the history and the failure of specific 
treatment. There is also rather less gen- 
eral iritis. 

The author has not mentioned rheumatic 
iritis, and confesses to a certain amount of 
disbelief in its existence. It has never been 
found to accompany acute rheumatism, and 
the rheumatoid pains complained of may 
well be due to a mild septic infection. 

The treatment of iritis must be local and 
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general. The essential of the local treat- 
ment is to dilate the pupil and to keep it 
dilated. For this purpose the author is in 
the habit of using atropine ointment, 1 per 
cent, combined with 0.5 per cent cocaine, 
for the first three days. The cocaine acts 
as a direct stimulant to the sympathetic 
nervous mechanism of the pupillo-dilator 
fibers, and so increases the effect of the 
atropine, which acts chiefly by diminishing 
the hyperemia and paralyzing the con- 
strictor pupilla. The use of cocaine is 
deleterious to the corneal epithelium, and 
should be discontinued as soon as the maxi- 
mum dilatation ‘is obtained. The ointment 
should be employed every four hours at 
first; later, as the disease yields to treat- 
ment, atropine without cocaine, applied 
two or three times daily, will suffice to 
keep the pupil dilated. Hot fomentations 
or bathings, or dry heat supplied from a 
Japanese muff warmer, diminish the pain 
and act beneficially. In all severe cases a 
couple of leeches applied to the temple are 
of great service. If high tension persists, 
paracentesis should be done, and, if neces- 
sary, repeated. The general treatment is 
that of the condition to which the iritis is 
due. All sources of sepsis, and more espe- 
cially the mouth, must receive energetic 
treatment. 

The treatment of the sequelz in the shape 
of numerous synechiz is mainly operative, 
and the discussion of this point and the 
value of prophylactic iridectomy in recur- 
rent iritis would occupy too much space. 


ADMINISTRATION OF ANESTHETICS. 


BoLpT in writing an article on this topic 
in the Medical Record of May 29, 1909, 
gives the following advice: 

Do not give an anesthetic on a full 
stomach. If an emergency present itself, 
always have thorough stomach lavage be- 
fore the anesthetist starts with his work. 

A patient who is very nervous and appre- 
hensive as to the outcome of the anesthesia 
should have a single preliminary dose of a 


narcotic. Twenty or thirty minutes before 
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the anesthetic is given, an injection of 
morphine with atropine should be made. It 
is always preferable to start the anesthesia 
with nitrous oxide gas, rather than to begin 
directly with ether. If ether is used from 
the beginning, it should not be forced upon 
the patient; it should be administered 
gradually with reassuring words spoken by 
the anesthetist. Minimize the quantity of 
ether to be inhaled, so far as is consistent 
with the patient under the 
anesthesia. 

This requires the abandonment of the 
almost universal custom of making the final 
preparation of the patient during the pro- 
cess of anesthesia. The author regards 
such practice as entirely uncalled for. It is 
certainly bad practice. A patient can be 
fully prepared for operation before the 
beginning of the anesthesia. Surgeons 
alone are to blame if they omit this prior 
preparation. 

Furthermore, the quantity of ether ad- 
ministered can be greatly reduced if the 
anesthetist uses the “drop method,” as he 
should do when giving chloroform. After 
a patient is fully under the anesthetic, com- 
plete relaxation may be continued by con- 
stantly adding fresh ether, drop by drop, on 
a chloroform mask. Or, if preferred, a 
closed inhaler may be used; then a few 
drops of ether, occasionally added, will 
suffice to keep the patient quite under its 
influence. 

Do not continually touch the cornea to 
whether the corneal reflex has 
subsided. It need not be touched at all. 
There is risk of causing conjunctivitis by 
such procedure. 

Do not use alcoholic stimulation when a 
patient is suffering from the effects of ex- 
cessive etherization. 

Do not permit the anesthesia to begin 
until a careful physical examination has 
been made and the urine examined. 

In nephritis, the choice of some other 
method than the inhalation of ether or 
chloroform should be considered, and, if at 
all possible, the method that has no injuri- 
ous effect on the kidneys should have the 


retaining 


ascertain 
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preference. For instance, on two occasions 
the author has found it possible to do major 
operations under the scopolamine-morphine 
narcosis. (If no ether or chloroform is 
used, this narcosis seems safe.) On several 
occasions he has used only nitrous oxide gas 
combined with the abdominal 
parietes, however, were not so thoroughly 
relaxed for the satisfactory performance of 
the abdominal section, as would have been 
the case with ether or chloroform. A num- 
ber of times the author has used lumbar 
analgesia with perfect result in complicated 
abdominal operations. 

Do not permit indiscriminate use of hypo- 
dermic injections of strychnine, a practice 
which is prevalent and against which the 


oxygen ; 


writer has repeatedly protested. 

The anesthetist should never divert his 
attention for a moment from the patient ; he 
should remember that he is scarcely less 
important than the surgeon. His finger 
must not be removed from the pulse of the 
patient, especially if chloroform is being 
He must be a thoroughly trained 
person, ready for any emergency, or the 


used. 


surgeon will be needlessly harassed. 

The author now comes to a question 
which has given him much thought for 
many years, and on which he read a paper 
before the Society of Medical Jurisprudence 
of New York City in April, 1897 (Medical 
Review of Reviews, April, 1897), “Should 
Legislation Regulate the Administration of 
Anesthetics?” Dr. Baldy has called atten- 
tion to this subject, and suggested that 
nurses be trained for the giving of anes- 
This undoubtedly would be the 
the problem in some 
localities, but not in all. For instance, in 
New York State the surgeon would be 
liable in case of a fatal termination should 
the anesthetic be administered by any but a 
physician legally entitled to practice medi- 
cine. Yet who doubts that an intelligent 
non-medical person, who has been properly 
trained, would be as capable as most of the 


thetics. 
best solution of 


internes of hospitals to whom this duty is 
assigned ? 
In very many localities it is legally per- 
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missible to have a non-medical person take 
charge of the administration of the anes- 
thetic, and that, too, where the requirements 
for the practice of medicine are as strict as 
in the State of New York. If the statute 
cannot be so amended that a non-medical 
person may administer the anesthetic with- 
out the surgeon being held responsible, then 
a law should be passed which will compel 
all institutions where anesthetics are used 
to employ a thoroughly qualified anesthetist, 
whose duty it shall be to be present and to 
give instruction at anesthetization 
(for not less than 
thesias) to every interne who is assigned to 
such duty. This would mean extra expense 
to the respective hospitals; yet in justice 
alike to the patient and to the surgeon there 
should be such a law. 


every 
100 consecutive anes- 





DELAYED CHLOROFORM POISONING. 

Editorially the Medical Record of June 
12, 1909, reminds us that it is well known 
that the administration of chloroform as an 
anesthetic carries with it certain dangers 
involving parenchymatous changes in the 


liver. In a number of fatalities on the 
operative table, subsequent autopsy has 
shown hepatic degeneration simulating 


acute yellow atrophy. The possibility of 
such an outcome has deterred many sur- 
geons from allowing the use of chloroform 
in their operative work, although no other 
contraindication presented itself. Writing 
in the Archiv fiir Gynikologie, vol. 68, No. 
1, A. Sippel, under caption of “A Typical 
Clinical Picture of Tardy Death from 
Chloroform,” reports a case of his own, 
and reviews the forty articles he has found 
in the literature. He notes that in nearly 
all reported cases marked interference with 
the systemic blood current was brought 
about by the surgical procedure, and be- 
lieves that certain toxins were thus pro- 
duced which had a special injurious action 
on the hepatic parenchyma. 

Sippel’s case was that of a young woman, 
seemingly healthy, save for some tendency 
to chlorosis, who inhaled about sixty 
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grammes of chloroform given by a skilled 
anesthetist. No other anesthetic was com- 
bined with the chloroform. All went well 
until the following day, when the patient 
became restless, vomited, and showed the 
evidences of circulatory disturbance by a 
soft, rapid pulse. The abdomen was flat 
and not sensitive, save in the liver region, 
where some tenderness was elicited. The 
There was 
much albumin in the urine, and the patient 
manifested the stupor of eclampsia. Vom- 
iting, jaundice, and failing heart became 
more pronounced, and the woman died 
within sixty-eight hours after the abdominal 
section. Autopsy showed marked fatty 
degeneration of the liver without peritonitis 
or other evidences: of inflammation or of 


eyes were slightly jaundiced. 


infection at the site of operation. 

It seems important in all cases in which 
chloroform is about to be administered to 
make not only the ordinary urinalysis for 
albumin, sugar, and casts, but also to deter- 
mine the amount of urea, and to make an 
estimation of the proper glycogenic capacity 
of the liver, inasmuch as glycogen is such 
an important factor in burning up fat. To 
this end, Sippel holds, carbohydrates should 
be supplied long enough before the surgical 
attack to insure ample production of glyco- 
gen when most needed—that is to say, when 
the liver is trying to throw off the excess of 
chloroform plus any toxic agent present in 
the blood as the result of the lesion. Rosen- 
feld’s brilliant researches on the glycogenic 
function of the liver and its importance to 
the life and health of the individual are of 
great practical value and should always be 
kept in mind in general surgical work which 
is not of the acute emergency type. 





ANESTHETICS IN GENERAL PRACTICE. 


In an article bearing this title contributed 
to the British Medical Journal of June 5, 
1909, GARDNER bears on several practical 
points. He says that more deaths and con- 
ditions of danger under chloroform have 
occurred during circumcision than are war- 
ranted by the gravity of the operation. In 
infancy and early childhood the C. E. 
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mixture followed by ether on an open mask 
should be used, because the reflex effect 
upon the respiration always produced by 
nipping and cutting the prepuce is not so 
marked nor so dangerous when respiration 
is fairly deep, and the circulation is well 
stimulated by ether. 

It is not wise nor necessary to obtain a 
degree of anesthesia free from all reflex 
movement of the thighs for circumcision in 
childhood; but, having weakened the cor- 
neal reflex, it is well to get the nurse to 
place her hand on the patient’s knees to 
prevent their upward 
when the prepuce is first seized and to keep 
them down during the operation. Reflex 
laryngeal crowing almost always arises also 


reflex movement 


at this moment, and the lips should then be 
rubbed briskly with a towel to stimulate 
deeper breathing; the jaw should be pushed 
forward and the anesthetic withheld until 
respiration is more regular. 

For adults gas and ether or the open 
ether method is the proper anesthetic. 

If nitrous oxide and air be the anesthetic 
selected for the treatment of ingrowing toe- 
nail, an assistant should be present to hold 
the leg above the ankle, or it must be tied 
down securely to the bed, because the ex- 
tremities are extremely sensitive, and reflex 
movements of the feet and legs are certain 
to take place and cannot be controlled by 
this anesthetic. 

The author is, however, of opinion that 
in order to complete the operation, when 
undertaken at the patient’s house, it is far 
more satisfactory to put the patient under 
the influence of the C. E. mixture or the 
open ether method, when all need for undue 
haste is avoided, muscular flaceidity is ob- 
tained, and if the patient is prepared by 
four or five hours’ abstinence from food, 
after-effects are very slight indeed. 

When about to operate for adenoids and 
enlarged tonsils, it must be borne in mind 
that patients with these affections have 
more or less obstructed air-passages, and 
that the operation and the bleeding it causes 
also cause intermittent respiratory obstruc- 
tion. 
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Chloroform, plus asphyxial factors, is 
unnecessarily dangerous. The C. E. mix- 
ture is, without doubt, the most appropriate 
anesthetic, because it keeps the patient’s 
color pink and maintains moderately deep 
breathing, a condition which allows of short 
intermittent spells of air limitation without 
much fear of depression. Dosage should 
proceed until the corneal reflex is definitely 
weak, then three or four respirations of air 
should be allowed before beginning the 
operation, so that it may be done during the 
return from the maximum dose, thereby 
retaining the coughing reflex to reject the 
blood from the throat. 

It is wrong to anesthetize small children 
in one room and then carry them into an- 
other room for operation. The movement 
lowers the blood-pressure dangerously, and 
greatly increases the risks of the whole 
proceeding. Children are not dismayed by 
lying down upon a proper table in a warm 
room prepared for operation, but are only 
interested in the novelty of its 
appearance. The induction of anesthesia in 
a child’s iron cot with high barred sides is 
very difficult, and the child is most apt 
afterward to associate its experience with 


mildly 


its own sleeping bed instead of with a table 
which has then been taken away. 

The mothers of these children are fre- 
quently absurdly lacrimose, and unnerve the 
child by their presence at the beginning of 
affairs. The surgical nurse or doctor should 
therefore take them into the room, and the 
mother should go downstairs until called 
for after all has been completed. 

Sebaceous cysts cannot be completely re- 
moved under nitrous oxide gas, owing to 
venous oozing obscuring the cyst wall, and 
the C. E. mixture is the most satisfactory 
anesthetic for the patient and operator. 
These cysts are not very sensitive unless 
inflamed, and there is no need for a very 
deep anesthesia. Their position on the 
scalp is often somewhat inaccessible when 
the patient is lying down, and a table 
should be used instead of a bed, so that the 
head may be properly reached from its 
upper end. If the patient has to be laid 
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partly on his face he should be anesthetized 
lying on his side and then rolled into posi- 
tion, care being taken that the chest walls 
can freely expand in respiration. 

Patients meeting with an accident causing 
dislocation of a limb are unprepared by 
abstinence from food for an anesthetic, and 
are not likely to take it well. A jaw gag 
must be at hand in case of semisolid vomit- 
ing, and whatever anesthetic is used to 
make the patient unconscious, ether should 
afterward be given to obtain muscular re- 
laxation. A great many deaths have oc- 
curred under chloroform unwisely pushed 
C. E. followed by ether 
or gas and ether are the most valuable and 


for this purpose. 


safe anesthetics to employ. 


CARE OF THE BREASTS AND NIPPLE 
DURING PREGNANCY AND 


THE PUERPERIUM. 


The Journal of the Missouri State Medi- 
cal Association for June, 1909, contains an 
article by SWAHLEN on this topic. He 
begins by stating that during the first 
twenty-four hours of the puerperium the 
management is practically the same as dur- 
ing pregnancy, with the exception that after 
twelve hours the child may be put to the 
breast. 

If the breasts. during the puerperium 
the 
author uses no bandage, feeling that the 
both breast and 
nipple is conducive to much better results 


cause the patient no inconvenience 


action of the air upon 
than is derived from hot or irritating sup- 
During the twenty-four 


hours he sees no disadvantage in placing 


ports. second 
the child on the breast every three or four 
hours. True, practically no nourishment is 
to be obtained, but as the child’s mouth is 
cleansed with a 4-per-cent boric acid solu- 
tion just beforehand, and the nipples and 
areolz disinfected in a similar manner, both 
before and after nursing, the danger of 
infection is small, and great benefit is de- 
rived from the fact that the nipples accom- 
modate themselves in a way to the act of 
nursing before the milk appears. In other 
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words, the unpleasant symptoms usually 
present with the coming of the milk are not 
aggravated by the act of nursing. If these 
symptoms be present in the form of hard, 
red, exquisitely tender breasts, slight rise of 
temperature, and a general feeling of dis- 
comfort on the part of the patient, we 
probably have to deal with a passive con- 
gestion and our treatment resolves itself 
into (1) massage till the breasts are less 
tense; (2) firm but not too tight a binder; 
(3) ice-bags on breasts; (4) catharsis, to a 
medium (5) if nervous, 
patient may receive 15 to 20 grains of a 
bromide (6) child placed on 
breast as if no discomfiture. 

If, on the other hand, there is no conges- 
tion but simply a feeling of uneasiness and 
a slight rise of temperature, Olshausen 
states that the application of warm wet 
cloths to the breasts will often alleviate the 
nervous symptoms and assist in the “com- 
ing of the milk.” 


degree ; very 


solution ; 


Although the breast pump is often used 
in both of these conditions, the author be- 
lieves it of little value, as the milk drawn is 
usually of small amount and the congestion 
is more often increased than diminished. 

Of late some have advanced the theory 
that if a rise in temperature exists syn- 
chronously with the appearance of the milk 
they are to be considered separately as the 
fever means infection. This is not believed 
by most thinking obstetricians, and Olshau- 
sen says that a temperature not exceeding 
100.5° F. is often present without any 
other evidence of infection. Just how this 
phenomenon occurs we do not know, but it 
is a fact that nervous individuals are more 
prone to a fever than their phlegmatic 
sisters. 

As regards catharsis, castor oil is given 
the preference because it produces a watery 
stool with less griping than the other agents. 

If for some reason the mother is not to 
nurse the child, our management, beginning 
at the end of the third stage, differs. Sterile 
cotton is now placed on the outer side of 
each breast and a suitable piece between 
them, the nipples are covered with sterile 
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gauze, and a tight binder is applied. If no 
signs or symptoms of discomfiture appear 
the binder is tightened as it becomes loose 
or uneven, and remains in place for a 
period varying between one and two weeks, 
depending on the case, being opened only 
occasionally to cleanse the nipples. If the 
“coming of the milk” gives rise to signs or 
symptoms of a serious nature, the same 
treatment is to be instituted as for the 
nursing mother, with the exception that 
strong, not medium, catharsis is recom- 
mended. 

Belladonna and camphor ointments are 
contraindicated, because if used in excess 
the damage to secretion is long continued, 
and who can say what the limit for each 
individual case is? 

It is often the case that a child prefers 
one nipple because milk is obtained from 
this breast with less effort. He should not 
be humored in this and should be made to 
nurse on the other side, even if hunger must 
be resorted to. It is sometimes advisable to 
place him on this breast twice in succession, 
using the breast pump on the other. If this 
be not done the one breast soon ceases to 
secrete, and later one breast proves insuffi- 
cient. A little sugar and water placed on 
the nipple often works admirably. 

As soon as a nipple becomes sensitive or 
shows a fissure the child should 
through a shield till the sign or symptom is 
passed, or if the condition becomes worse 
the child should not nurse it at all. Cleanli- 
ness of the part and the removal of the 
traumatic etiology suffice without the ap- 
plication of chemicals. If we meet with an 
infected breast the treatment is to produce 
multiple punctures and enclose the entire 
breast in one of Bier’s glass bells. Blood, 
pus, and milk are all drawn off by this 
method and the congestion is relieved. Ice- 
bags to the breast and purgation with com- 
plete rest in bed complete the outline of 
treatment. 

Suppose, on the other hand, that despite 
our use of hot cloths the breasts on the end 
of the fourth day show only a small secre- 
tion and the expected fulness of the parts 


nurse 
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is lacking! Here we have to deal with a 
disturbance of secretion and through elim- 
ination diagnose faulty glands. We are told 
that first of all the patient must receive a 
rich diet. This is a broad statement, and 
we know so little about the foods pro- 
ducing milk that it is uncertain. The quiet, 
easy-going woman will probably give more 
milk if taking the diet to which she is 
accustomed. 


DANGERS OF THE BIER TREATMENT. 


The Medical Record of June 12, 1909, 
states that since the first publication by Bier 
of his method of treating acute and chronic 
inflammation by hyperemia this 
therapeutic agent has received many adher- 
ents. As frequently happens, however, in 
other cases, the results obtained by the 
author of the method and those specially 
trained by him are not always equaled by 
others who attempt the procedure without 
sufficient practical experience. In an article 
in the Deutsche medicinische Wochenschrift 
of May 13, 1909, Arthur Schafer shows 
that there may be danger in artificial hyper- 
emia even when it is properly induced. The 


passive 


author has had extensive experience with 
the method, and his early skepticism due to 
failures was replaced by enthusiastic sup- 
port after a visit to the Bonn clinic, where 
he learned to use the apparatus properly. 
He however reports a case of an example 
of one of the dangers of the method. 

The case was that of a man who, follow- 
ing an injury, had a severe phlegmon of the 
arm. The application of the bandage was 
followed by immediate relief of pain and 
fall of temperature. Moreover, the marked 
edema caused by the pressure concealed for 
several days the presence of a periosteal 
abscess, which was thus allowed to advance 
much farther than it otherwise would have 
done. After incision and continued hyper- 
emia the wound slowly healed, but a radial 
paralysis developed. The author, thinking 
that the pressure of the bandage might be 
causing this, removed it, but a sudden 
compelled him to 
The paralysis 


exacerbation of pain 


apply it again in a few days. 
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progressing, an exploratory incision was 
made over the radial nerve. It was found 
that the paralysis was not due to pressure 
but to a neuritis and the firm adhesion of 
the nerve to the site of the old periostitis. 
The author believes that if he had removed 
the compression at the first signs of par- 
alysis, and had not been led astray by the 
relief of pain, he might have prevented, or 
at least arrested, the progress of the 
trouble. 

This case shows that artificial hyperemia 
is not the panacea which some seem to 
consider it. Bier himself urges great care 
in diagnosis and selection of cases for treat- 
ment, and this cannot be too strongly in- 
sisted upon. The treatment is certainly of 
value and can be applied in a private office 
or in an out-patient department as well as 
in the hospital wards, factors which make it 
of great practical use. Enthusiasm, how- 
ever, should not be allowed to carry one to 
the extent of carelessness. Passive hyper- 
emia is an important and valuable thera- 
peutic aid, but, like every other good thing, 
it is capable of much harm if improperly 
used. 


FACIAL PALSY TREATED BY 
ANASTOMOSIS. 


BALLANCE June 12, 1909) 
records an interesting case of facial palsy 
following operation for middle-ear disease. 
An incision was made along the anterior 
border of the sternomastoid; the posterior 
belly of the digastric was exposed and 
divided; the facial nerve was found at the 
lower part of the parotid and was identified 
by direct stimulation. The retrahens aurem 
was the only muscle which responded to the 
stimulus. The trunk of the facial was 
followed up to the stylomastoid foramen 
and divided at its point of emergence. The 
hypoglossal nerve was found and divided 
at the posterior border of the hyoglossus. 
The occipital artery was divided between 
two ligatures so as to set free the nerve. 
The central end of the hypoglossal nerve 
was then anastomosed with the peripheral 
end of the facial. The spinal accessory 
nerve was next isolated and split longitudin- 


(Lancet, 
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ally for about two inches; one-half of the 
nerve was divided transversely at the distal 
peripheral end of the slit. The strip of 
spinal accessory so raised up was united end 
to end with the peripheral end of the divided 
hypoglossal. The posterior belly of the 
digastric was sutured and the wound closed. 
Six weeks after the operation the left 
trapezius and sternomastoid muscles and the 
left side of the tongue were atrophied. 

The patient then disappeared for twenty 
months. At the end of this time the nutri- 
tional and functional recovery of the facial, 
lingual, and cervical muscles was complete. 
The movements of the face and tongue were 


dissociated, but when the shoulder was sud- 


denly jerked a wave of muscular contraction 
was seen to pass from the back of the left 
side of the tongue toward the tip, so that 
the movements of the shoulder and tongue 
are not yet completely dissociated. 

The hypoglossal nerve supplies muscles 
the cortical centers of which are nearer to 
the face centers than is the case with the 
cortical centers of the muscles of the 
shoulder. The cortical centers for the 
muscles of the face and tongue indeed over- 
lap one another. It might therefore be 
anticipated that the prospects of dissociated 
facial movement through the center for the 
movements of the tongue would be greater 
than when working through the center for 
the movements of the shoulder. Moreover, 
it may be recalled that the movements of 
the tongue are closely associated with those 
of the lips, so much so that in health the 
orbicularis oris and the transverse fibers of 
the tongue contract together. Probably the 
facial nerve derives its lip fibers from the 
hypoglossal nucleus. There is certainly a 
close relation not only between the cortical 
face center and tongue center, but also 
between the facial and hypoglossal nuclei in 
the bulb. The hypoglossal nerve is there- 
fore to be preferred for this anastomosis to 
the spinal accessory nerve. 

Experience has shown that atrophy of 
one-half of the tongue leads to no material 
inconvenience, but that loss of power in the 
sternomastoid and trapezius muscles may be 
associated with deformity, discomfort, in- 
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These 
are additional reasons why the hypoglossal 


convenience, and even worse results. 


_ should be preferred for the anastomosis, a 


view which Professor Trendelenburg in- 
dorses. 

It is of the first importance to obtain in 
cases of facial palsy as the result of nerve 
anastomosis movements of the face disso- 
ciated from those of the shoulder or the 
tongue, as the case may be. 
only can equal and symmetrical emotional 


In this way 


movements, as in talking and laughing, be 
restored. It was shown by Professor Bern- 
hardt that in most of the cases of facial 
palsy which had been treated by grafting 
the facial nerve on the spinal accessory or 
the hypoglossal, although the patient did 
regain normal electrical reactions, associated 
movement of the facial muscles with those 
of the shoulder or tongue, and some power 
of voluntary movement of the facial mus- 
cles, yet the normal symmetrical play of the 
facial muscles in the expression of the 
emotions was not regained, so that the 
deformity, though no longer noticeable when 
the face was at rest, became apparent 
directly the patient expressed any emotional 
state, as in laughing or talking. 

In the case the writer has related the 
movements due to emotional stimuli are 
symmetrical and perfect. He believes this 
result can be obtained only by devoting the 
whole nerve, either spinal accessory or 
hypoglossal, to the cure of the facial palsy. 

The attempt to obtain recovery from the 
lingual atrophy by uniting the distal end of 
the divided hypoglossal to the lingual nerve 
on the hyoglossus muscle has failed in his 
hands. This case shows how a good result 
may be obtained without sacrificing half of 
the tongue or either of the cervical muscles. 





TUBERCULOSIS OF THE BONES AND 
JOINTS. 

Aiison (Interstate Medical Journal, 
June, 1909) gives the following excellent 
résumé of a number of comparatively 
recent contributions to the surgical treat- 
ment of tuberculosis of the bones and 
joints. The treatment of these affections 
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is, generally speaking, under two _ heads, 
namely, operative measures, where an at- 
tempt is made to excise the tuberculous 
focus; and non-operative measures, where 
conservative protective apparatus is used, 
with the end in view of aiding the organism 
in resisting the infection and finally get- 
ting the better of the tuberculous process. 
To illustrate, this may be cited the treat- 
ment of Pott’s disease by recumbency. This 
was advised by Perceval Pott, and has been 
recognized since his day as a valuable 
therapeutic agent. It has its limitations, 
that this class of cases do 
poorly as a rule when confined to bed in 
the house. Substitutes for recumbency 
have been devised in the shape of ambu- 
latory apparatus, consisting of 
braces, and plaster-of-Paris casts. 


however, in 


corsets, 
Hip dis- 
ease in like manner has been treated by 
recumbency, by braces, appliances, and 
casts, and the evolution of the ambulatory 
treatment of hip disease is a subject of con- 
siderable interest. Not, however, until the 
days of aseptic surgery did it become pos- 
sible to consider operations designed to 


Pre- 
viously, amputation of diseased extremities 


remove the tuberculous focus entire. 


had been much in vogue, but Koch’s dis- 
covery of the tubercle bacillus and Roent- 
gen’s discovery of the x-ray have placed in 
the hands of surgeons data which have en- 
couraged them to attempt methods better 
designed to overcome these conditions with- 
it loss of limb. 


ol Increased knowledge in 

physiology and on the important rdle played 

by the leucocytes in the absorption and con- 

quering of disease processes has brought 

still 

therapeutics. 
I 


further innovations in this realm of 
The passive hyperemia of 
Bier has come as a useful therapeutic agent, 
and its value in these cases is all but estab- 
lished. The and the 
constant influx of and new 
methods make the treatment of the tubercu- 


constant change 


new ideas 
lous bone focus a subject of increasing 
interest; nor is the end as yet reached. 

In considering an individual case of hip 
disease, or Pott’s disease, of tumor albus, 
or of a tuberculous bone or joint wherever 
found, the question must be decided as to 
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what method of treatment will give the best 
results, and will give these results in the 
least space of time. Recourse to radical 
operation may be had. On the other hand 
the patient may be put completely at rest 
and the joint protected. Between these two 
extremes we have the middle ground of 
ambulatory treatment. Each of _ these 
methods has its devoted adherents, and 
there is forthcoming a constant series of 
and articles which illustrate the 
success attained by the employment of any 
one of them, or all of them. In order to 
determine what is a good result, it is neces- 
sary that a considerable period of time 
elapse, as immediate success is not possible 
of attainment in the treatment of these 
cases. Some faith, however, at present 
may be placed in the reports of ultimate 
results that appear from time to time, as 
these cases have been under careful ob- 
servation for a long enough period to be 
adjudged approximately ultimate. As to 
the various methods of treatment, there is 
perhaps no field of specialized surgery that 
allows greater latitude and offers a stronger 
appeal to the surgeon’s judgment and re- 
sources, and in which he will find greater 
satisfaction in not sticking to preconceived 
ideas or hidebound rules, than does the 
treatment of tuberculous bone and joint 
lesions. 


reports 


Koenig, for instance, has looked over the 
present condition of 568 cases of his dis- 
ease, finding that 294 of these needed 
operative interference, and that 202 of these 
294 showed the following results: 55 had 
died of other disease, 114 had got well and 
required no apparatus to aid them in loco- 
motion, 33 had regained normal joint func- 
had movable 
Thirty-five patients still required a 


tion, and 90 more or less 
joints. 
cane or crutch, and in 3 the condition was 
bad, 
So much for the non-operative cases. In 
274 where resection had been done, 60 pa- 
tients not be located. Of the re- 
maining 214, 66 were well, and 16 of these 
66 were able to engage in all the pursuits 
and sports of life. Apparatus was neces- 


13 cases, and 34 still had sinuses. 


> 


while 13 still had discharging sinuses. 


could 


sary in 








668 


Koenig has done hip resection in 104 cases, 
making an attempt to remove every trace 
of diseased tissue. He claims a much more 
thorough technique of resection than is 
ordinarily employed, and points out the fact 
that inasmuch as only the severer cases 
have been given operative treatment, his 
research into the ultimate results show very 
favorable conditions following a radical 
operation. 

Wassilieu also reports six cases operated 
upon for paraplegia, occurring as a result 
of Pott’s disease. He did what is known as 
Menard’s “costotransversectomy,” an oper- 
ation which is better designed to reach the 
disease than is laminectomy. He operated 
as soon as paraplegia developed and did 
not employ conservative methods at all. Of 
his six patients, four were cured. 

Vogel, on the other hand, reports 349 
cases of tuberculosis of the shoulder, elbow, 
wrist, hip, knee, and ankle treated by Bier’s 
constriction hyperemia. He points out that 
it takes great care on the physician’s part 
to treat these cases properly by this con- 
servative method, and gives minute instruc- 
tion as to the application of the constric- 
tion. He uses a simple rubber band, two 
or three inches wide, applying it one hour 
morning and evening, the limb being placed 
in a comfortable position with all other 
constrictions removed, and states that in 
every case of elbow and wrist tuberculosis 
the cure was complete with this treatment. 
It seems that this method of treatment is 
much more advantageously applied to dis- 
eases of the extremities than where either 
the hip or the spine is involved. 

Lannelongue calls attention to the good 
results in the treatment of hip disease by 
recumbency, plaster-of-Paris spicas, and 
injections to the joints after the manner 
recommended by Calot. He is inclined to 
believe that Calot’s good results are due 
more to conservative methods than to joint 
injections. 

Wilson has taken up the recommenda- 
tion of Lorenz, which briefly stated is to 
the following effect: Nobody has a right 
to place a child with hip disease in bed, for 
almost invariably its health will fail. What 
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should be done is to advocate weight- 
bearing with a short plaster-of-Paris spica 
to encourage what is called “nature’s cure.” 
The patients walk about without the use of 
crutches and activity is encouraged. This 
is a very radical departure from previously 
advocated principles and has this to recom- 
mend: Weight-bearing is conducive to the 
benefit attained by an outdoor life, and in 
turn prevents circulatory stasis, thereby 
securing the benefits obtained by the hyper- 
emic method of Bier. The objection that 
pathological dislocation is thus encouraged 
does not hold, as this condition is the result 
of muscular action and has occurred with 
greater frequency in other methods of 
treatment. 

Adams has found that ambulatory cases 
of tuberculous joints do better than those 
confined and inactive. The importance of 
sunlight, fresh air, and activity is essential ; 
milk and egg diet is quite as important. In 
addition to these, the limb should be placed 
in 20 degrees flexion, 20 degrees abduction, 
and 50 degrees external rotation. In this 
position the plaster-of-Paris is applied and 
the child is allowed to be up and about. 
The course of treatment is decidedly short- 
ened and there is prevention of the occur- 
rence of ankylosis in an 
posture. Weight-bearing does not cause 
bone destruction; the method is applicable 


unfavorable 


to incipient cases and to old cases with dis- 
charging sinuses, and has been followed by 
good results in 60 patients under Wilson’s 
observation. 

Bradford and Soutter, in a paper on trac- 
tion in hip disease, analyze the various 
forms of treatment of an ambulatory and 
recumbent nature, and report the results 
of 1809 cases treated at the Boston Chil- 
dren’s Hospital. Of these 30 per cent were 
suppurative cases. The operations other 
than the incisions of abscesses performed 
were as follows: Amputation at the hip- 
joint, 2—1 surviving twenty years later and 
1 death; excision, 69—9 deaths; arthroto- 
mies, curetting of the femoral head and 
neck, channeling of the neck, and 4 cases 
of dislocation of the head, 606 cases, 25 


deaths. The causes of death were 12 tuber- 
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culous meningitis, 1 empyema, 1 double hip 
disease, 1 hip disease and Pott’s disease, 1 
scarlet fever, 1 diphtheria, 1 after abdom- 
inal incision, and 1 from uncomplicated hip 
disease. The results of the observation of 
these 1809 cases after a sufficiently long 
time to draw conclusions were that there 
was ultimate mortality of 6 per cent, the 
cases under treatment at the hospital show- 
ing a mortality of 4 per cent. The per- 
abscesses was 30; ultimate 
useful limbs in 98 per 
cent, shortening of less than two inches in 
70 per cent, motion of 90 degrees or over 
in 40 per cent, absence of flexion deformity 
in 60 per cent, and absence of pathological 
dislocation in 70 per cent. 


centage of 


results showed 


These statistics, 
being drawn from the out-patients of a 
large children’s hospital and not being 
taken from a selected group of private cases 
whose treatment is under the mest favor- 
able circumstances, are of especial value. 

The authors conclude that better results 
in hip disease are gained by the principles 
of traction than by any other method, even 
if it is more or less imperfectly applied. 
Experience has justified the expectation of 
a perfect recovery after thorough treatment. 
They compare the results obtained by other 
methods of treatment, much to the advan- 
tage of treatment by traction and partial 
fixation. 

In the Fourth Annual Report of the 
Henry Phipps Institute, Cadbury states that 
of the 3733 cases that appeared at that 
institute for treatment, only 55 or 1.47 per 
cent gave a history of bone or joint tuber- 
culosis, and 12 of these 55 were not abso- 
lutely positive. Two cases had tuberculosis 
of the sternum and ribs, from direct ex- 
tension of the tuberculosis process in the 
lungs. In only 4 of the 55 cases was pul- 
monary tuberculosis not demonstrable. In 
32 there was pulmonary disease in an early 
stage. The bone disease was the predeces- 
sor of pulmonary lesion in 30 cases, and 
in the rest the pulmonary disease seemed 
to have been the primary seat. Of the 55 
cases, 22 were spine disease, 14 were hip- 
joint disease, 7 knee-joint disease, 4 in the 
femur, 2 in the elbow, 2 in the jaw, 2 in 
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the bones of the forearm, and so on. A 
detailed report of each case follows. The 
interesting part about this report is that in 
so many cases of pulmonary tuberculosis, 
there should 
be only 1.47 per cent of bone and joint 


and tuberculosis elsewhere, 
involvement. 

Lovett runs over the treatment of Pott’s 
compares recumbency with 
ambulatory methods, stating that he be- 
lieves the mechanical conditions prevailing 
in ambulatory treatment are obviously far 
less favorable than those in recumbency. 
If ambulatory treatment must be used, it is 


disease and 


best borne by cervical and lumbar cases, 
and least well by cases with disease in the 
dorsal region. Plaster jackets are more 
efficient than braces when ambulatory treat- 
ment of the acute stage must be followed; 
and in the convalescent stage braces are 
preferable to jackets. ‘Treatment by re- 
cumbency is a necessity in all cases when 
disease becomes painful, when abscesses are 
threatened or present, or psoas contraction 
takes places; also in cases of paralysis, and 
when the general health fails. 
abscesses are treated by recumbency and 
traction on the affected limb until it is evi- 
dent that absorption will not occur. The 
mortality in 49 cases operated upon was 25 


Psoas 


per cent in cases not over five years of age, 
and 50 per cent in cases operated upon 
between five and ten years. Outdoor life, 
day and night, is essential to stimulate the 
process of repair. The author believes that 
recumbency fulfils the mechanical! demands 
by wholly removing superincumbent weight, 
making fixation easy, and not constricting 
the chest. Braces and plaster will aid the 
efficacy of treatment by recumbency. This 
paper presents a forcible appeal for con- 
servative methods in the treatment of Pott’s 
disease. 

To Oschner the treatment of bone and 
joint tuberculosis is quite an optimistic af- 
fair. He strongly advocates the use of 
tuberculin injections, using the opsonic 
index as a control. Also he advises Beck’s 
bismuth paste. He believes in using plaster 
of Paris to fix the joints, and recommends 
immobilization in a position of equilibrium. 
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He presents rather too favorable a view of 
bone and joint tuberculosis in saying that 
these affections if thus approached become 
most satisfactorily and easily managed. 





FORSTER’S OPERATION IN THE 
TREATMENT OF SPASTIC PALSY. 

GottstEIN (Berliner klinische Wochen- 
schrift, April 26, 1909) reports two cases 
of spastic palsy greatly benefited by Fors- 
ter’s operation. This is based on the fact 
that spastic palsy is incident to a lesion of 
the corticospinal tract. Paralysis is due to 
disturbance in motility, whilst the involun- 
tary muscular spasm which fixes the ex- 
tremity in an abnormal position is incident 
to the failure of inhibition which normally 
passes along the corticopyramidal tract and 
which is interrupted by any lesion in this 
tract. FOrster observes that a spastic palsy 
incident to a cortical lesion of the spinal 
tract disappeared, in at least so far as its 
spastic element was concerned, as the result 
of injury or disease to the posterior column, 
and further noted that in tabes accompanied 
by abnormal flaccidity of the muscles there 
was developed a lesion in the corticospinal 
fibers ; spasticity did not develop. It is evi- 
dent that in disease of the corticospinal 
system, if the reflex arc be broken at any 
point, spinal contracture is impossible. The 
only isolated portion of.the sensory reflex 
arc is in the posterior root. A muscle 
group is supplied by three neighboring 
spinal roots. The section of one, while not 
destroying any arc, modifies its action so 
greatly that abnormal reflexes cease. 

One of Gottstein’s cases was a twenty- 
four-year-old man, who had suffered for 
ten years before he came under observation 
from violent headaches and fever which 
confined him to bed for ten weeks. There- 
after followed pain in both legs and the 
left arm, and contractures. These at the 
time of observation were of high grade in 
both hips, in the knees and ankles, and es- 
pecially marked in the left leg, which could 
not voluntarily be moved. The diagnosis 
of the condition was a cerebral paraplegia 
due to a chronic encephalitis. The patient 
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moved by dragging and pushing himself on 
his one sound arm.- The second, third, and 
fifth lumbar roots, together with the sec- 
ond sacral, were resected. Gottstein de- 
scribes the operation as surprisingly easy, 
the bleeding being checked by sponges 
soaked with adrenalin. Shortly after the 
operation spasm subsided, while sensibility 
was completely preserved. The leg could 
be used both actively and passively, and 
because of the contracture of the joint as 
the result of atrophy and wasting of the 
muscles this movement was slight. Tenot- 
omy and the use of plaster bandages were 
needful before the legs could be straight- 
ened. Treatment is not yet finished, but 
the patient can now walk, a thing he had 
been unable to do for ten years. Massage 
and passive movement caused great pain. 

In the second case a girl, nineteen years 
old, five years before she came under ob- 
servation suffered from fever and spasm in 
the right arm and leg. There was a period 
of remission followed by exacerbation, 
which was apparently relieved by potassium 
iodide. The muscular spasm continued. 
At the time of observation it was greatly 
aggravated by the faintest effort. The sero- 
logical examination of the blood for lues 
was negative. The second, third, and fifth 
lumbar roots, as well as the first sacral 
on the right side and the first sacral on 
the left, were resected. An anomaly was 
observed in that the first sacral root came 
out through the same foramen with the 
fifth lumbar. Some days after operation 
violent twitching of all the extremities and 
total aphasia developed. This was pre- 
ceded by severe headache. The day follow- 
ing operation the spasm of the right leg 
was completely gone, flexion and extension 
being readily accomplished. Following the 
spasm attack there developed flaccid palsy. 
Serological examination of the cerebro- 
spinal fluid gave a positive reaction for 
syphilis, though a similar laboratory study 
of the blood serum was negative. Active 
mercurial treatment cured the headache, 
restored speech and the power of moving 
the leg. 
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This is the operation usually practiced 
upon children suffering from Little’s dis- 
ease and seems equally applicable to young 
adults. Gottstein speaks enthusiastically of 
the application of this operation in the cure 
of the gastric crises of tabes. 





PYELOCYSTITIS IN CHILDHOOD. 

GOprerRT (Berliner klinische Wochen- 
schrift, Jahrg. 46, Nr. 14) states that in 
children, especially nurslings, the pelvis of 
the kidney, the ureter, and the bladder must 
be considered clinically as a unit. Bladder 
symptoms prevail only in exceptional cases, 
and as a rule the disease of the pelvis of 
the kidney is the more important and must 
receive the most attention in treatment. 
Pyelocystitis is very much more frequent 
The chief cause 
is the colon bacillus; it is most frequent 
during the first one and a half years, and 
89 per cent of cases are females. The 
nourishment has no influence; breast-fed 
children are as often affected as the bottle- 
fed. 
catarrh, however, increases the tendency to 
the disease. The attack is usually acute, 
but in some cases, as observed by the au- 
thor, it extends over a period of years. 
The disease is recognized the moment the 


in children than in adults. 


Phimosis plays no part; intestinal 


urine is examined. The urine is more or 
less turbid and almost always very light 
It is rich in pus cells and bacilli, 
as can be determined by placing a drop of 


colored. 


urine under the microscope without centri- 
The reaction is usually acid, and 
albumin is present in small amount. Those 
features of the urine precede the other 
signs, which are paleness, restlessness, fever 
which is difficult to account for, strong 
odor of the urine. There is apt to be bron- 
well as intestinal disturbance, 
which often causes the true condition to be 


fuging. 


chitis as 


overlooked. 

The diagnosis is easy if pyelocystitis is 
thought of and the urine examined. The 
prognosis depends upon early recognition 
and treatment: cases taken early always 
get well. The course often extends over 


several months. 
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The treatment comprises two main 
things, namely, flushing out the kidney pel- 
vis by ingestion of a large quantity of fluid 
and weakening the bacteria by medication. 
In small children Carlsbad water may be 
introduced into the stomach at body tem- 
perature through a catheter passed by way 
of the nose, or two or three times a day 
there can be given per rectum 500 Cc. of 
Carlsbad water. If this does not sufficient- 
ly reduce the acidity of the urine, sodium 
bicarbonate should be The 


doses of 5 


given. best 


medicine is salol, in centi- 


grammes to 2 decigrammes five to eight 
This is continued for eight 
to ten days, when a change is made to uro- 


tropin, one grain a day for two weeks. 


times a day. 


Some cases require treatment for six to 
eight weeks to get the urine clear of pus. 





CANCER OF THE DUCTUS CHOLE- 
DOCHUS AT THE PAPILLA 
OF VATER. 

Morian (Deutsche Zeitschrift fiir Chi- 
rurgie, Bd. 98, Heft 4-5) states that cancer 
of the ductus choledochus occurs mostly 
beyond fifty-five years of age and twice as 
frequently in men as in women. The most 
frequent site is the neighborhood of the 
papilla of Vater, and next at the junction of 
the cystic and the hepatic duct. The cancer 
is usually cylindrical-celled, and in masses 
the size of a bean or hazelnut, and gives 
early metastasis, especially to the liver or 
pancreas. The lumen of the mouth of the 
duct is never occluded by the tumor, but 
high-grade jaundice appears, 
probably due to spasm such as occurs in 
prostatic hypertrophy. The liver becomes 
affected by biliary cirrhosis and is much 
enlarged, rarely reduced in size, but there 
is seldom ascites or splenic enlargement. 
In some cases infection from the intestine 


persistent 


occurs with consequent cholangitis or liver 
abscess characterized by fever and chills. 
The prognosis is grave, death usually oc- 
curring in five to six months. In one case 
not operated upon the time elapsing be- 
tween the appearance of the jaundice and 
death was four months, whereas in an- 
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other case upon which cholecystenterostomy 
was done it was twenty-one months. The 
feature of most value in diagnosis is en- 
largement of the gall-bladder with jaundice 
(Courvoisier’s sign). 

As to the treatment, in any case of long- 
standing grave icterus one should operate 
whether Courvoisier’s sign is present or 
not; if a common-duct stone is found, it 
can be removed, whereas if cancer is found, 
especially about the papilla of Vater, the 
radical operation can be proceeded with, or 
if the patient’s condition does not permit, 
further operation may be delayed for a 
later sitting in a day or two. In early cases 
without metastasis good results are obtained 
by excising the tumor area, including the 
papilla of Vater, and performing a chole- 
cystenterostomy ; in inoperable cases chole- 
cystostomy will prolong life on the average 
one-half year. The author reports in detail 
four cases. 





BILATERAL NEPHROLITHOTOMY, IN 
WHICH THE KIDNEY WAS KEPT 
OUTSIDE THE WOUND FOR 
SEVEN DAYS BEFORE 
RETURNING IT TO 


THE LOIN. 

Ciay (British Medical Journal, May 1, 
1909) reports a case in which both kidneys 
contained a large number of stones, the 
urine contained thick pus, and the patient 
was in a weak and exhausted condition. 
After removing the stones from the right 
kidney it was not, as is usual, returned to 
the abdominal cavity, but was kept outside 
the wound for seven days. Clay holds that 
by doing this the possibility of losing the 
patient from hemorrhage is reduced to a 
minimum, as bleeding points are easily 
seen and dealt with. He also notes that 
the place for an organ dripping with de- 
composing urine and pus is outside the ab- 
dominal wall, and not in its loose, soft bed 
in the loin. 

Both kidneys were operated on. These 
operations were not in sequence, but con- 
secutive. The bed from which the kidney 
was removed was packed with gauze; the 
kidney itself was similarly wrapped and 
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Seven days after 
the operation an anesthetic was given, the 
gauze removed from the loin, and the kid- 
ney returned to its bed. 


kept outside the wound. 





LOCAL ANESTHESIA IN HOSPITAL 
PRACTICE. 

Braun (Beitrage zur klinischen Chirur- 
gie, Bd. 62, H. 3) states that in his service 
in the Royal Hospital in Zwickau, in 1908, 
1529 operations were done, and of this 
number 398 were performed under local 
anesthesia. The author uses local anes- 
thesia, as a rule, only when there can be 
produced by it complete anesthesia of the 
entire operative field throughout the whole 
course of the operation. During the year 
in question it was necessary to supplement 
the local by general anesthesia in only three 
cases. In apprehensive patients after the 
local anesthesia was complete a little ether 
was given to them to smell as a matter of 
form, and in this way the operation was 
completed without trouble. Of 67 opera- 
tions upon the head and ear, local anes- 
thesia was used 7 times; of 86 upon the 
face, mouth, and palate, 29 times; of 102 
upon the neck, 43 times; of 62 upon the 
breast and back, 14 times; of 13 upon the 
pelvis, 2 times; of 291 upon the abdomen, 
98 times; of 91 gynecological and obstet- 
rical operations, no times; of 54 upon the 
male genital organs, 35 times; of 28 upon 
the urinary organs, 3 times; of 63 upon the 
rectum, 31 times; of 470 upon the extremi- 
ties, 97 times. Among these were included 
all sorts of major operations. The author 
uses novocaine in 14-per-cent solution with 
a very little suprarenin added (45 decimilli- 
grammes in 100 Cc. of solution). The 
novocaine and suprarenin are used in tablet 
form and are dissolved at the time of using 
in physiological saline solution. Without 
the suprarenin too much of the anesthetic 
must be used, and the anesthesia does not 


last long enough. 

An important thing in operating under 
local anesthesia is to await complete anes- 
thesia before beginning the operation; this 
Detailed in- 


requires five to ten minutes. 
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structions are given for the production of 
anesthesia in various regions of the body. 
The author has during this time used lum- 
bar anesthesia only five times as contrasted 
with 315 times in 1906, and has used Bier’s 
intravenous anesthesia with success in two 
cases. He condemns Schleich’s infiltration 
anesthesia as incapable of playing the rdle 
that is claimed for it by its originator. 





OPERATION FOR CLEFT PALATE BY 
PERORAL INTUBATION. 

KuuHN (Deutsche Zeitschrift fiir Chirur- 
gie, Bd. 98, Heft 4-5) describes his tech- 
nique as follows: The child is placed with 
its head lowered over the edge of the table 
and held by an assistant. The larynx is 
sprayed with cocaine and adrenalin, and 
the child moderately deeply anesthetized 
with chloroform. A specially devised tube 
is then passed into the larynx, much as in 
ordinary intubation, and to its. free end, 
which extends outside the mouth, a funnel 
is attached; through this tube and funnel 
the anesthesia is kept up. The tongue is 
held down by means of a depressor of the 
author’s construction and the mouth held 
open by an O’Dwyer or Whitehead specu- 
lum. If desired, the back part of the 
mouth and pharynx may be tamponaded. 





THE SURGERY OF BLOOD-VESSELS. 


SticH, MAKKAs, and CapELLeE (Beitrage 
sur klinischen Chirurgie, Bd. 62, H. 3) 
says that the teachings of experimental sur- 
gery of the blood-vessels are slowly finding 
their way into practice. Formerly all 
wounds of the larger blood-vessels as well 
as the results of the same, as aneurism, 
were treated radically, but during the past 
year surgeons have begun to carry out cir- 
cular suture of these vessels and thus re- 
established the blood stream. 

The conclusions which the authors have 
drawn from their observations are as fol- 
lows: The circular anastomosis of vessels 
which have been cut across by means of 
three fixation sutures and continuous suture 
gives good results not only at the conclusion 
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of the operation, but the sutured vessels 
remain patulous for over a year, as is 
shown by observation upon one case, in 
which, however, an aneurism developed at 
the site of the suture. The best substitute 
for sections of arteries which have been cut 
out in the course of resection is a fresh sec- 
tion of vein from the same species. This 
section of vein accommodates itself to the 
arterial pressure, and, as has been shown 
by over a year’s observation, is not subject 
to aneurism formation. The functional re- 
sults are perfect. 





SURGERY OF THE SPLEEN WITH 
SPECIAL REFERENCE TO TRAUMA. 
KIRCHNER (American Journal of Obstet- 

rics and Diseases of Women and Children, 

March, 1909) holds that the indications for 

operation on the spleen are trauma, which 

may be due to stab wounds, gunshot 
wounds, explosions, to subcutaneous rup- 
ture, and to prolapse. Other indications for 
surgical interference are wandering spleen 

(in which instance there may be tension of 

pedicle or intestinal obstruction), hypertro- 

phies and enlargements, cysts, abscesses, 
tuberculosis, syphilis, and other constitu- 
tional diseases. 

Patients suffering from injury to the 
spleen usually present very pronounced 
symptoms. If the injury is produced by 
penetration the location of the wound may 
call attention to the organ, and hemorrhage 
from the spleen with the attending symp- 
toms may easily be explained. In subcu- 
taneous rupture the diagnosis is often ob- 
scure. Careful inquiry regarding the na- 
ture of the injury should be made, and 
when the left side has been the seat of a 
blow the possibility of injury to the spleen 
should not be overlooked. 

3erger in his statistics states that 51.8 
per cent of all cases of splenic rupture 
prove fatal in the first hour from hemor- 
rhage. It is, therefore, hemorrhage and 
shock that are among the chief symptoms 
which the patient presents when he enters 
the hospital. Patient’s extremities are cold 
and clammy, face and lips pale, he has an 
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anxious expression, nostrils are widely di- 
lated, the eyes sunken, respiration mostly 
costal, and there is often vomiting. The 
pulse is weak and rapid. The patient is 
usually very restless and complains of 
thirst. He may soon pass into a stage of 
collapse. There may be evidence of a 
penetrating wound which would indicate 
injury to the spleen. With history of a fall 
there may be an abrasion or injury to the 
left side. In most cases that have come to 
the writer’s notice the injury has been 
caused by blunt objects, such as a wagon 
tongue, the edge of a bucket, gate posts, 
and the like. On the other hand, there may 
be no contusions or evidence of injury. 
The patient usually refers the pain to the 
left upper quadrant. If the ribs have been 
injured there is difficulty of respiration, 
which is usually increased. The abdominal 
muscles are rigid. Percussion often reveals 
dulness in the left flank, though this is not 
an invariable sign. The accumulation of 
blood in the peritoneal cavity often also 
causes intense pain in the lower part of the 
abdomen. The conditions which bring 
about rupture or injury to the spleen are 
sometimes of such a violent nature that 
other viscera and parts of the body are in- 
volved and the symptoms of injury to the 
spleen are thereby obscured. These cases 
will often tax the judgment of the surgeon 
to the utmost. 

The diagnosis of injury to the spleen is 
usually easy when there are penetrating 
wounds where exploration can easily be 
made with the finger and the nature of the 
wound in the organ ascertained. It is cus- 
tomary to explore injuries of this nature, 
and even in injuries to the chest the explor- 
ing finger may often pass through the dia- 
phragm and locate in the spleen. There- 
fore all stab and gunshot wounds should 
be carefully explored. In rupture of the 
spleen the history of the case is often an 
important factor in determining the cause. 
Enlarged and malarial spleens may easily 
be ruptured, and when the patient com- 
plains of intense pain in the region of the 
spleen with symptoms of hemorrhage and 


rigidity of the abdominal muscles, a prob- 
able diagnosis of rupture of the spleen 
should be made. But in certain cases in 
which the injury is of a severe type a posi- 
tive diagnosis can only be made by explora- 
tory operation, which should be done at the 
earliest possible time. 

In injuries to the spleen, especially in in- 
cised wounds, nature makes an effort to 
repair the damage, and if the hemorrhage 
is not too great a blood-clot is formed at 
the seat of injury and hemorrhage thus 
controlled. It is also frequently noticed 
that when the spleen is irritated by injury 
the omentum finds its way to this locality 
and helps in a measure to repair the dam- 
age. When the spleen is ruptured, especial- 
ly when the organ is enlarged and soft, and 
when the rupture extends deep into the 
pulpy portion, the hemorrhage is severe and 
the blood accumulates in the splenic fossa. 
When the body is kept quiet there is a ten- 
dency to clot formation, and a large blood- 
clot will form in this locality. With move- 
ments of the body hemorrhage is increased, 
and the entire abdominal cavity may be- 
come filled with blood. As in cases of hem- 
orrhage in ectopic pregnancy, so also in 
hemorrhage from the spleen, when the 
body is at rest and the blood-pressure is 
reduced to a minimum nature makes an 
effort to readjust conditions, and a more 
or less firm clot is formed about the organ 
and hemorrhage effectually controlled. In 
a few days readjustment takes place, the 
patient rallies, and the pulse becomes 
stronger and of better volume. In certain 
instances a permanent healing of the rup- 
ture thus takes place. In other instances 
the blood-clot in this locality becomes en- 
capsulated, the contents become soft, the 
spleen pulpifies, and hemorrhage is thus 
unexpectedly reéstablished. In certain in- 
stances the spleen is found not only to be 
fractured, but the contusion is so severe 
that degeneration of substance takes place, 
resulting in a general septic condition. A 
general peritoneal irritation and an absorp- 
tion of blood usually cause an elevation in 
temperature. The pathologic conditions, 
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therefore, in injury to the spleen, and espe- 
cially in rupture of the organ, are such that 
surgical measures are distinctly indicated. 

In the treatment of injuries to the spleen 
the aim should be to control hemorrhage, 
and those measures that are of service in 
the control of hemorrhage in other parts 
of the body are applicable here also. Rest 
is of prime importance, and _ sedatives 
(morphine) are indicated if the patient is 
restless. With suspected injury to the 
spleen the patient should lie in bed with the 
head lowered, so that the blood may accu- 
mulate in the splenic fossa, and thus en- 
courage clot formation. When the diagnosis 
is in doubt exploratory laparotomy should 
be insisted upon, for it is better to resort to 
this procedure than to lose time by refined 
diagnostic measures. 

The surgical treatment must necessarily 
be modified by the nature of the trauma. 
Shallow stab wounds usually require little 
treatment and may be repaired by suture. 
Incised wounds heal more kindly than rup- 
or jagged wounds. In _ gunshot 
wounds, especially if the injury is severe, 
splenectomy may be indicated. The hem- 
orrhage from marginal wounds may some- 
times be controlled by packing, though if 
the injury is severe packing should not be 
relied upon. In extensive wounds simple 
suture of clamping of the organ is not re- 
liable. If the patient is in great shock the 
surgical measures should be carried on with 
great despatch, and it is safer to resort to 
splenectomy than to waste time on more 
conservative methods. 

The hemorrhage having been controlled 
by operation, the postoperative measures 
should be directed to the treatment of shock 
and hemorrhage. Rest is essential. The 
heart should be stimulated by the adminis- 
tration of camphorated oil, ether, aromatic 

These 
with the 


tured 


spirits of ammonia, and whisky. 
can be given hypodermically, and 


help of hypodermoclysis or intravenous 
infusion, or direct blood transfusion, the 
loss of fluid by hemorrhage can be replaced. 
Enteroclysis or continuous rectal irrigation 
should also be used. 
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When exploratory laparotomy and splen- 
ectomy are indicated the location of the 
incision is important. An incision along 
the left rectus muscle is the most desirable. 
This will give ample opportunity for ex- 
ploration of the stomach and intestines and 
other viscera, and will permit of a splenec- 
tomy and operations on the spleen when 
indicated. The rupture in the spleen at 
times is difficult to locate, and therefore 
careful search is required. If the patient 
is in a condition of collapse, splenectomy is 
the operation of choice. 
ligaments about the spleen should be freed 
by tearing them from the diaphragm and 
parietes, thus avoiding additional injury to 
the organ. These adhesions having been 
removed the organ is shelled out of the 
fossa, lifted into the wound and held in the 
left hand, the pedicle lying between the 
fingers. Clamps or ligatures may then be 
placed, and the pedicle tied off with strong 
interlocking silk or catgut sutures. Liga- 
ticn having been performed the spleen may 
be easily severed from its attachment. The 
stump should then be carefully examined 
for hemorrhage and returned. Care should 
be taken not to include the tail of the pan- 
creas in the ligature nor to incise it when 
As a rule, splenec- 
In certain in- 


The adhesions and 


removing the spleen. 
tomy is a simple operation. 
stances when the organ is large operators 
have made transverse incisions through the 
rectus, though this is usually not necessary 
and tends to the formation of postoperative 
hernia. 

When despatch in operation is demanded 
splenectomy is the operation of choice, but 
in instances in which an early diagnosis has 
been made and exploratory measures have 
been taken, and the patient is in good con- 
dition, conservative methods appeal to one. 

From the study of certain cases that have 
come to the writer’s notice he has devised a 
method of encapsulation with omentum 
which he believes in certain instances should 
receive consideration. The use of the 
omentum as a covering for denuded sur- 
faces and in plastic work upon the intes- 
tines, liver, and other organs is well known, 
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but he is not aware of its use as a method 
of encapsulating and supporting the spleen 
in instances of injury to this organ. In the 
method of encapsulation of the spleen in 
trauma the following procedures have been 
used : 

Incision is made as in splenectomy along 
the left rectus muscle, and the organ is de- 
livered into the wound and held in the left 
hand. All parts of the organ are inspected 
and injuries located. In the case of rupture 
or perforations by bullet or penetrating in- 
struments catgut sutures threaded on long 
needles are used, and stitches taken through 
the entire organ in such a way that when 
tied the pressure controls the hemorrhage. 
These sutures are placed deeply and across 
the line of fracture. The ends of the liga- 
tures are clamped with forceps. The omen- 
tum is then wrapped around the organ and 
the ends of the ligature brought through 
and over the omentum and securely tied. 
In this way the suture is used in controlling 
hemorrhage and fixing the omentum to the 
spleen. A few sutures may be necessary to 
fasten the omentum around the margin or 
pedicle of the spleen. Hemorrhage having 
been controlled, the spleen, thus encapsu- 
lated with the omentum, is returned into the 
splenic fossa. A supplementary incision is 
made in the flank, through which gauze 
packing is placed against the spleen in such 
a way that adhesions may form to retain it 
in place. A gauze pack is also placed from 
above and allowed to come through the 
laparotomy wound. In case the abdominal 
cavity is filled with blood it is usually ad- 
visable to insert a glass drainage-tube in the 
pelvis through a suprapubic stab wound. 
When time will permit, flushing the abdom- 
inal cavity will be found of great service in 
relieving the shock and preventing postop- 
erative complications resulting from the 
absorption or infection of blood in the ab- 
dominal cavity. The laparotomy wound 
may be closed in layers or by through-and- 
through suture. 

In three instances in which this method 
was tried for gunshot wound and for rup- 
ture of the spleen the results have been sat- 
isfactory. 
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ON PERCUSSION AS AN AID TO THE 
DIAGNOSIS OF FRACTURES 
OF THE SKULL. 

Hocartu (Edinburgh Medical Journal, 
June, 1909) advises carrying out percussion 
with the fingers without any intermediary 
pleximeter. The head of the patient should 
be supported with the examiner’s left hand 
piaced beneath the occiput, while the right 
hand is left free to percuss. The two sides 
should be compared, and the mouth should 
be either opened or closed during this com- 
parison. He observes that in case of frac- 
ture one of two changes in the note elicited 
may be found to be present—either the note 
is lowered in pitch over the fracture zone, 
or in addition to the lowering of the pitch 
a definite crack-pot quality is introduced. 

For either change to be brought about it 
is necessary that a fracture (fissure) must 
extend a certain distance over the surface 
of the skull. A very short fissure may not 
cause any appreciable change in the note, 
and the same may happen possibly in a very 
close fissure. The cracked-pot sound is 
most marked in comminution, but it is ob- 
vious in T-, L-, or V-shape fractures. In 
some cases there is no alteration of tone at 
all, but there is likely to be persistent ten- 
derness. The cases reported are not par- 
ticularly conclusive. 





THE ZITTMAN TREATMENT OF 
SYPHILIS. 

Lawson (Journal of the Royal Army 
Medical Corps, June, 1909) notes that the 
Zittman treatment of syphilis was first 
commenced at Netley in October, 1904, fol- 
lowing the recommendation contained in 
the first report of the Committee on the 
Treatment of Venereal Diseases and Sca- 
bies in the Army. Since then 183 patients 
have been through the course. Forty-two 
of these were put through a second course, 
ten a third course, five a fourth course, two 
a fifth course, and two a sixth course, mak- 
ing in all 243 cases. 

Nearly all the patients improved gener- 
ally; a little more than half of them gained 
weight. Twenty-four showed no improve- 
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ment. Each course lasted fifteen days. 
The evening before treatment is begun the 
patient is given pills containing 2 grains of 
calomel, together with extract of colocynth 
and hyoscyamus. Free diet is ordered; the 
patient is kept in bed, except for an hour 
in the evening. The temperature of the 
room is maintained at 80° F. at least. The 
first four days the patient drinks a half- 
pint of a hot decoction at 9, 10, 11, and 12 
noon. This decoction contains a small 
modicum of mercury. At the same day at 
3, 4, 5, and 6 he drinks a half-pint of a cold 
decoction made up of sarsaparilla flavored 
with lemon, cardamom, and glycerin. The 
day the patient gets up he is given two pur- 
gative pills. The treatment is continued till 
the fifteenth day, when it is discontinued, 
and the patient returns to a ward at the 
usual temperature. The amount of mercury 
in the decoction is extremely small, since 
the decoction is strained before being ad- 
ministered. It is found that men put 
through the course without the addition of 
mercury experienced as much benefit as 
those who took the mercury. 

The essence of the treatment appears to 
be prolonged diaphoresis and diuresis, 
brought about by drinking large quantities 
of highly spiced liquids, and being in a 
room at a high temperature. 

The patient suffering from severe rashes, 
rupia, destructive lesions of the nose, and 
syphilitic rheumatic pains in the limbs and 
joints appears to benefit much from the 
treatment. Affections of the mucous mem- 
branes are apparently not helped. 





THE RESULTS OF SPINAL ANESTHE- 
SIA, ESPECIALLY IN LAPAROTOMY. 
ZAHRADNICKY (Archiv fiir klinische Chi- 

rurgie, Bd. 98, Heft 2) reports the results 

of spinal anesthesia in 1650.cases upon 
which it has been used by him since the 
year 1900. The technique of injection was 
that used by Bier and Dénitz (THERAPEUTIC 

GazETTE). In four cases entrance to the 

spinal canal could not be obtained; these 

were in old people with calcified interver- 
tebral cartilages, those with flat spines in 
which the normal curve was absent, or 
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those with marked curvature. In two cases 
the point of the needle broke off and an 
incision was required for the removal of 
the fragment. Eucaine-a and Eucaine-b 
were used in 88 cases, but the bad results 
were so marked that these were abandoned. 
Tropacocaine was used with better results 
in 362 cases, there being only eight cases of 
collapse. In 15 cases the anesthesia was 
incomplete, but good enough for the pur- 
poses of the operation, and in 18 cases it 
had to be supplemented by general anes- 
thesia. The combination of suprarenal ex- 
tract with these substances resulted in bet- 
ter and deeper anesthesia. The best effects 
were had from stovaine and novocaine. 
Stovaine was used in 145 cases without a 
single collapse; anesthesia was incomplete 
in 16 cases, and in six of these general anes- 
thesia had to be induced. The immediate 
and after-effects were milder, but the in- 
fluence on the motor nerves was very 
marked. The results from novocaine were 
the best of all, and the author avers his 
attachment to this substance. It was used 
in 667 cases in combination with suprarenal 
extract, and in 642 cases complete anesthe- 
sia was produced ; in 28 cases general anes- 
thesia was required to be added. Collapse 
was observed in only two cases. Paresis 
of the lower extremities and the sphincter 
ani was observed in 280 cases, but was only 
temporary and without bad after-effect. In 
the last 192 cases novocaine was used alone, 
and was found to produce better anesthesia 
and fewer bad results than when combined 
with suprarenal extract. 

The Trendelenburg position was used in 
600 cases in order to get anesthesia at a 
higher level, but without in any case endan- 
gering the centers for the respiratory organs 
and the heart. In 14 cases the anesthesia 
reached as high as the clavicle, to the nipple 
in 227, and to the border of the ribs in 111 
cases. Laparotomy above the navel was 
done in 72 cases. 

In old people with cancer cachexia and 
intestinal paresis the suffering is not so 
great as after general anesthesia, and the 
patients look well after operation, and in 
many cases evacuate feces and flatus spon- 


taneously. In gall-stone operations the op- 
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eration is not hindered by the rapid breath- 
ing and marked respiratory movement im- 
parted to the liver during general anesthesia. 
The heart and lungs remain intact. De- 
tailed examination of the urine after novo- 
caine anesthesia in 60 cases failed to reveal 
albumin in a single case. Albumin was 
found in one instance in the urine, but it 
had been present before the operation. 

The dose of novocaine was 0.17 gramme, 
which produced deep anesthesia lasting one 
and a half to three hours in 96.1 per cent of 
the cases; incomplete anesthesia was noted 
in 2.3 per cent; and in 3.9 per cent general 
anesthesia had to be added. 

The author recommends spinal anesthesia 
for more extended use as a method which 
at the present time deserves greater respect 
than is accorded to it. 





RECURRENCE OF VESICAL CALCULUS 
AFTER REMOVAL. 

SouTHAM (Lancet, June 5, 1909) having 
performed litholapaxy for the sixth time 
within a period of sixteen years upon the 
same patient, a male, now aged seventy-six, 
naturally considers the question as to 
whether the recurrence has been due to fail- 
ure to completely evacuate the bladder in 
previous operations. The patient had un- 
dergone a cutting operation fifteen years 
before he came under Southam’s care, and 
during the interval he had remained free 
from any symptoms. The six crushing op- 
erations which Southam performed upon 
him were separated by successive intervals 
of one year, ten years, two years, three 
years, and one year, the calculi consisting 
of uric acid, and in each instance being 
under one inch in diameter. In six patients 
Southam has twice performed litholapaxy, 
and in one of these the calculus again re- 
curred, necessitating a further operation. 
In two other patients, after removing cal- 
culi from the bladder he subsequently per- 
formed nephrolithotomy, on each occasion 
removing a calculus from the kidney. 

An analysis of 160 cases shows that re- 
currence is aS common in male patients 
after cutting as after the crushing operation 
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—in fact, in his experience it has been 
practically the same, viz., 7 per cent. 

In ten male patients the calculi recurred 
after operation: in four after lithotrity and 
iu six after lithotomy (17 lateral and 72 
suprapubic operations). One patient (al- 
ready mentioned) was operated upon six 
times, another patient four times, and the 
remaining patients each twice. The longest 
interval between any two successive opera- 
tions was nineteen years, this period inter- 
vening between the operations of lateral 
and suprapubic lithotomy performed upon 
a patient aged fifty-three years at the first 
operation, and seventy-two years at the 
second. Of the patients in whom a recur- 
rence took place, one was in his fiftieth 
year and the others were all over fifty-six 
years of age when the first operation was 
performed; four patients were aged respec- 
tively seventy-two, seventy-two, seventy- 
six, and seventy-nine years. 

No instance of recurrence was met with 
in younger subjects, of whom 27 were 
under ten years of age, and of these 14 
were treated by lithotrity. 

The writer states that Freyer in his In- 
dian experience of lithotrity met with a re- 
currence in ten patients only in a series of 
610 operations, which gives a much lower 
percentage of recurrences—that is, 1.6 per 
cent. 





HYPERNEPHROMA. 


Trotter (Lancet, June 5, 1909) has 
briefly recorded the history of hyperneph- 
roma, and observes that putting together 
a few of the more recent series of cases of 
kidney tumor we find that out of 196, 146 
were hypernephromata—that is, almost ex- 
actly 75 per cent. The remaining 25 per 
cent are made up mostly of sarcomata, to a 
much less extent of squamous epithelio- 
mata of the pelvis, while a true carcinoma 
of the kidney apart from hypernephroma is 
a very great rarity or possibly does not ex- 
ist. The kidney tumors of children are 
practically all sarcomata; there is but one 
case on record of a true hypernephroma in 
an infant. 

Malignant disease of the kidney is a dis- 
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ease of earliest childhood and middle age, 
affecting but little young adults and the 
aged. Hence hypernephroma is a common 
kidney tumor of adults. The most striking 
characteristic of the naked-eye anatomy of 
these tumors is their tendency to show a 
more or less definite encapsulation. Except 
in the very late stages this apparent encap- 
sulation is fairly clear. 

The second’ characteristic is incident to 
the fact that tumors tend to grow out of the 
kidney, leaving very often a large part of 
the latter to all appearances normal. UlIti- 
mately the tumor breaks through its false 
capsule and extends diffusely in the sur- 
rounding tissues, where it appears as a 
smooth, nodular, or a bossy mass of a yel- 
lowish-white color. Large cystic areas are 
not uncommon. On section the tumor dis- 
plays a striking lack of homogeneity, being 
irregularly cut up into lobules by slightly 
marked fibrous bands. The substance is 
mostly yellowish-white in color, opaque, 
and of structureless appearance. Some 
parts are more translucent and grayish- 
white, others softened and caseating. The 
most characteristic thing, however, is the 
presence of irregular patches and sometimes 
of considerable areas of a bright yellow 
cclor. The picture is further diversified by 
the presence of areas of red or brown color 
and granular or fleshy aspect. These are 
usually few. 

All degrees of malignancy and all rates 
of growth are found. Distant recurrences 
—six, eight, or even ten years after the 
removal of the primary tumor—are not 
very uncommon, and similar intervals may 
elapse between the first hematuria and the 
recognition of the enlargement of the kid- 
ney by palpation. 

Hypernephroma may exist for many 
years as an apparently benign growth. Some 
symptoms are almost always present, but 
they are very rarely characteristic and often 
not even suggestive of the disease. Per- 


haps the commonest general symptom and 
the one most likely to mislead is fever. The 
elevation of the temperature to about 100° 
F. is not at all uncommon and may lead to 
a diagnosis of pyonephrosis. In 
cases urinary symptoms are entirely absent. 


many 
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Hematuria and lumbar pain are the usual 
symptoms. According to some authors a 
minute trace of blood in the urine is very 
common. Pain is usually dull and aching 
and not much influenced by rest or exercise. 
Gastric pain is often complained of, asso- 
ciated with indigestion, leading to a wrong 
diagnosis, when tumor cannot be palpated. 
Edema of the legs and varicocele are symp- 
toms of venous engorgement, which may be 
the first signs of the presence of a tumor. 

Varicocele, to be suggestive, should come 
on suddenly in a middle-aged man and 
should not vary in size with the position of 
the patient. It is more frequent on the left 
side and more significant on the right. The 
tumor occupies the position of the kidney— 
1.e., projects into the loin first. When first 
detected it is likely to be small, rounded, 
and somewhat bossed and freely movable. 
Secondary growth in the bone may appear, 
forming a distinct tumor, without any 
symptoms referable to the kidney. Indica- 
tions for treatment, once diagnosis is estab- 
lished, are usually quite clear. A kidney 
containing a hypernephroma must be re- 
However tempting it may appear 
to do a local resection of the kidney when 
the tumor is small, experience teaches that 
nothing less than a total nephrectomy is 
justifiable. In the absence of secondary 
growths mere size of the tumor should not 
be regarded as a contraindication unless 
there is obvious involvement of other ab- 
dominal organs. In this connection it is 
interesting to notice that although tumors 
of the colon suitably placed frequently in- 
volve the kidney, tumors of the kidney rare- 
ly involve the colon. Again, as already 
said, the presence of a solitary metastasis 
in an accessible position should not contra- 
indicate operation on that, and of course on 
the kidney. 

The technical details of the operation 
must be designed so as to provide for four 
essential requirements. These are prelim- 
inary exploration of the extent and connec- 
tions of the tumor and of the condition of 
the opposite kidney; free access to the tu- 
mor, and especially to the pedicle; early - 
division of the pedicle; and removal of the 
fatty capsule of the kidney with the tumor. 


moved. 
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Preliminary exploration can only be car- 
ried out satisfactorily through a peritoneal 
incision, and is essential to safeguard the 
surgeon from embarking upon a dangerous 
and bloody operation only to find the com- 
pletion of it impossible. 

Free access to the pedicle and early divi- 
sion of it are important for two reasons: 
first, the prevention of shock, which is very 
great if on account of an inadequate inci- 
sion much pulling on the parietal peritoneum 
and pedicle is necessary; secondly, the pre- 
vention of the detachment of emboli of the 
growth during the manipulation—the actual 
occupation of the renal vein by growth be- 
ing very common. Removal of the fatty 
capsule is an important precaution against 
recurrence, but it is unfortunately difficult 
to carry out, and one is tempted not to do 
it by the ease with which the tumor shells 
out. 

The incision which best allows these vari- 
ous requirements to be carried out is un- 
doubtedly the transverse. If there is doubt 
as to the nature of the case, the incision may 
be begun in the usual oblique direction in 
the loin. As soon as it is clear that a tumor 
of any size has to be dealt with the incision 
is carried transversely forward, if necessary 
as far as the edge of the rectus. With the 
patient on the side and a large sand-bag 
under the opposite loin, the wound gapes 
widely and affords admirable access to the 
tumor without any of the violent pulling 
and tearing which are so disastrous in these 
operations. Across the wound, somewhere 
about the plane of the anterior superior 
spine, if the tumor is of moderate size, the 
reflection of the peritoneum runs vertically. 
The peritoneum should now be incised in 
front of the reflection and the relations of 
the tumor explored intraperitoneally. If 
nephrectomy is decided upon, the posterior 
parietal peritoneum with the colon is pushed 
off the front of the tumor, the pedicle de- 
fined, tied in the usual three parts, and 
divided, care being taken to remove as much 
of the renal vein as is possible. Now the 
tumor with the surrounding fat can be re- 
moved without the usual dangers of shock 
or embolism. The peritoneal incision is 
closed, the fleshy muscles should be stitched 
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in one layer, the external oblique in an- 
other, and a small drain brought out in the 
posterior angle of the wound. 

The operation the writer has described 
was done in the case of which the author 
writes. The patient, although by no means 
in a very satisfactory general condition, had 
no shock whatever, the operation through- 
out was extremely easy, and the wound 
healed by first intention. 

The mortality of nephrectomy for tumors 
is said to be about 25 per cent. In adults 
it must be considerably less than this. Shock 
no doubt is largely responsible for the 
deaths, and he thinks there can be little 
doubt that the fear of an adequately large 
incision is responsible for most of the shock. 
As to recurrence of the disease, it may be 
stated fairly definitely that in favorable 
cases there is always an excellent probability 
of very prolonged immunity—a period of 
ten years’ freedom from recurrence is, for 
example, not unknown; but it is probable 
that unless the cases can be operated on a 
good deal earlier than happens at present 
permanent cures are likely to be rare. 





A SIMPLE METHOD OF TREATING 
PROLAPSE OF THE RECTUM IN 
CHILDREN. 

EKEHORN (Archiv fiir klinische Chirur- 
gie, Bd. 98, Heft 2) describes a simple 
method of treating prolapse of the rectum 
which he says is specially adapted for chil- 
dren. The prolapse is reduced and held in 
piace by the index-finger of one hand in the 
rectum. A specially devised needle is in- 
serted at one side of the lower end of the 
sacrum through the skin and soft tissues 
and through the rectal wall until it comes 
into contact with the tip of the finger which 
is in the rectum, and is then brought out at 
the anus. A strong silk thread is then 
placed in the needle and the needle with- 
drawn so as to bring the end of the thread 
out through the skin. The needle is now 
inserted at the other side of the sacrum, 
brought out at the anus, the other end of 
the silk ligature threaded into it and brought 
out through the skin. The thread is then 
drawn moderately tight by pulling upon its 
ends, and the ends tied across the lower 
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ends of the sacrum over the skin. No 
bandage is required; the patient may eat as 
usual, and may be out of bed and use a 
chamber in defecating. The ligature gives 
no trouble and is allowed to remain about 
two weeks. . 

The author first used this method in 1901 
and has employed it in four cases. In one 
of these the prolapse was of five weeks’ 
standing, and in two others prolapse re- 
curred as soon as it was replaced. In all 
of these cases the normal condition was 
restored as soon as the ligature was put 
into place. This form of treatment is abso- 
lutely without danger and is painless. The 
rationale of the treatment consists in re- 
storing the rectum to its normal curved po- 
sition in the hollow of the sacrum, a position 
which, when maintained, is inimical to pro- 
lapse. While the ligature is in place con- 
nective tissue adhesions form, and these 
later serve to maintain the normal position 
of the rectum. Whether or not the method 
can be used with success in adults the au- 
thor is unable to state. 





LAPAROTOMY BY TRANSVERSE SEC- 
TION OF THE POSTERIOR SHEATH 
OF THE RECTUS. 
WINKELMANN (Deutsche Zeitschrift fiir 
Chirurgie, Bd. 98, Heft 4-5) says that the 
rectus muscle may be pushed aside almost 
its entire width and throughout almost its 
entire length after splitting its anterior 
sheath; that then the posterior sheath and 
peritoneum may be incised transversely, 
and thus the peritoneal cavity opened al- 
most bloodlessly and without cutting a 
muscle. This also permits of closing the 
abdomen in such a way as to offer greater 
assurance against hernia than by other 
methods. The skin incision is made trans- 
versely or obliquely, as a rule, but in some 
cases longitudinally. The anterior as well 
as the posterior rectal sheath is cut trans- 
versely. The author has used this method 
on numerous cases, including operations for 
gall-stones, appendicitis, stomach affections, 
and gynecological operations, with very 

satisfactory results. 
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TREATMENT OF PANCREATIC FIS- 
TULA. 

RosENBACH (Archiv fiir klinische Chi- 
rurgie, Bd. 98, Heft 2), of Hildebrand’s 
clinic, states that the surgical treatment of 
pancreatic fistula has been until quite re- 
cently a very slow and difficult process, es- 
pecially in those cases in which there has 
been poured out a large quantity of pure 
pancreatic secretion. In spite of cautery 
and operation months have been required 
to close the fistula. The announcement by 
Pawlow that a carbohydrate diet greatly 
increases the pancreatic secretion and that 
proteid and fatty food greatly diminish 
the secretion has pointed a way to the treat- 
ment of pancreatic fistula. 

Guided by the successful experiences of 
Karewski, Heinecke, and Hohmeyer in the 
treatment of cases of fistula of the pancreas 
by means of the diabetic diet of Wohlge- 
muth, Rosenbach used this method in a case 
of his own with excellent results. The pa- 
tient had received a blow in the epigastrium 
which necessitated operation three days 
later, as a result of which a pancreatic fis- 
tula developed. By the end of three weeks 
the amount of pancreatic secretion poured 
out was 800 Cc. daily. The patient was then 
put upon a diabetic diet with a teaspoonful 
of sodium bicarbonate before and after each 
meal, and within a few days the amount of 
secretion was reduced to 100 to 150 Cc. a 
day. Two weeks later, in spite of the di- 
rections in reference to diet, the amount of 
secretion was found to reach as high as 900 
Cc. The patient was then questioned, and 
confessed that, on account of a dislike for 
fats, she had not been carrying out the in- 
structions in reference to diet. After ex- 
planation she returned to the diabetic diet, 
and within two weeks the fistula had closed. 
Six months later the patient reported her- 
self well. 

The author believes that the diabetic diet 
should also be given immediately after op- 
eration upon the pancreas done on account 
of inflammatory affections. In this way, 
also, the troublesome eczema of the skin 
which results from the irritation by the se- 
cretion can be avoided. 














TusercuLosis. A Preventable and Curable Dis- 
ease. By S. Adolphus Knopf, M.D. Moffat, 
Yard & Company, New York, 1909. 

The scope of this work, as stated in the 
author’s preface, is somewhat comprehen- 
sive. It is designed primarily for the in- 
struction of the patient and those living 
with him. It is further written for the help 
of the physician, nurse and family, the 
hygienist and sanitarian, municipal health 
authorities, legislators and statesmen, em- 
ployers of men and women, the public 
press, professors of colleges and teachers 
of public and private schools, the clergy, 
philanthropists, charitable individuals and 
charity organizations, and the people at 
large. 

In these pages the author believes he has 
shown methods by which the layman may 
learn that a sober, proper, and regular mode 
of life is all that is necessary to overcome 
a hereditary predisposition or an acquired 
tendency to tuberculosis, and learn also 
what he is to do and what he is not to do 
if he wishes never to fall a victim to this 
malady. Moreover, the early symptoms are 
pointed out in such wise that the layman 
can comprehend them, thus enabling him 
to place himself under the care of a physi- 
cian immediately, while he is still in the 
most curable stage of the disease. 

In general terms it may be said that the 
author has succeeded in fulfilling this 
rather large contract in a most satisfactory 
manner. The first chapter is devoted to 
what the tuberculous patient should know 
of his disease, and is written in a spirit of 
cheerful optimism which cannot but have a 
stimulating effect upon the lay reader. 
Chapters follow devoted to the duties of the 
people and of the physician, methods by 
which sanitarium treatment may be adapted 
to the home life of the consumptive, by 
which sanitation and proper housing help 
toward the prevention of tuberculosis, the 
duties of health authorities, of employers 
and educators, and of the people. 

There is a final summary of the prospect 
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tuberculosis. 


of ultimate eradication of 
Pasteur’s statement is quoted to the effect 
that it is in the power of man to cause 
all parasitic diseases to disappear from the 
world. 

This book breathes the spirit of Hope. 
The statements of fact are accurate, the 
advice in regard to both prevention and 
treatment modern. Its teachings should 
form a part of common-school education. 


GYNECOLOGY AND ABDOMINAL SurRGERY. Edited by 
Howard A. Kelly, M.D., F.R.C.S. (Hon. 
Edin.), and Charles P. Noble, M.D. _ Illus- 
trated. Volume II. W. B. Saunders Com- 
pany, Philadelphia and London, 1908. 


The second volume of Kelly and Noble’s 
Gynecology and Abdominal Surgery is 
characterized by that excellence of illustra- 
tion, type, and paper which has for years 
marked the publishing house of W. B. 
Saunders Company. But a small part of 
the book is devoted to gynecological sub- 
jects, the major part of the work being 
taken up with Abdominal Surgery. Blood- 
good’s chapter, devoted to Diseases of the 
Female Breast, is particularly noteworthy 
as representing a truly scientific conserva- 
tism. His observations concerning the 
futility of frozen sections in distinguishing 
between malignant and benign growths at 
the time of operation and his greater de- 
pendence on macroscopic appearance are 
in accord with the beliefs of most surgeons. 

Moynihan’s chapter upon Operations 
upon the Stomach is characteristically lucid 
and rational. It forms a safe guide for the 
surgeon. 

Finney describes in satisfactory detail 
and admirably illustrates his operation of 
pyloroplasty. 

Murphy’s illuminating chapter upon In- 
testinal Surgery constitutes a monograph 
upon this subject which will have a pro- 
found effect upon surgical practice. 

Anspach has most satisfactorily discussed 
the principles underlying the use of drain- 
age in abdominal and pelvic surgery and 
the details as to the practical application. 

















In conjunction with Noble he has most 
satisfactorily covered the ground of Renal 
Surgery. 

Kelly has embodied in his chapter upon 
Surgery of the Ureter the results of his 
original work and his extraordinary experi- 
ence. 
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This work, because of the distinguished 
position of many of the authors who con- 
tribute to it and the freedom with which 
they have given the results of their re- 
searches and experience, is one which must 
form an essential part of the modern sur- 
geon’s library. 
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LONDON LETTER. 


BY J. CHARLTON BRISCOE, M.D. 


It is interesting to notice that the older 
Universities of Oxford and Cambridge are 
finding it necessary to introduce certain re- 
forms of management and detail, and in the 
near future are going to submit to the gov- 
erning bodies proposals of a sweeping 
These innovations naturally lead 
us to think of the present and past status 
of London University. This is perhaps all 
the more interesting owing to the fact that 
the university of this city occupies, as far as 
this country is concerned, an almost unique 
position. In the first place there is a mul- 
tiplicity of schools, all of which are in 
active competition with one another; in the 
second place the scholars are scattered over 
so wide an area that it is impossible to exer- 
cise any control over them after college 
hours; and thirdly, there is a considerable 
influx of the students of other universities 
for the final part of the course. There is 
thus a constant tendency to dissociation 
owing to the rivalry of the various teaching 
authorities and a certain absence of esprit 
de corps among the graduates. 

It is more than one hundred years since 
Thomas Campbell, then Lord Rector of the 
University of Glasgow, wrote a letter to 
the Times of such a convincing nature that 
within the space of a few months no less 
than £160,000 was subscribed by the public. 
This movement was ably supported by 
Lord Brougham. This sum may seem in- 
significant at the present time, when mil- 
lionaires seem to grow on every thorn-bush, 


nature. 





but in those days it was something consid- 
erable. It was expended in the erection of 
what is now University College. The prin- 
ciples of the institution were of the Scot- 
tish or Nonconformist basis, and did not 
pay any regard to the religious beliefs of 
The establish- 
ment of an institution on these lines soon 
evoked a response from the church party 


the professors or students. 


which resulted in the building of King’s 
College on a Protestant basis, the conscien- 
tious restrictions of which have only been 
removed within the past ten years. Around 
these two colleges there gradually sprang 
up a number of younger schools, many of 
which compete with the older centers in 
numbers and repute. Thus London as a 
teaching center was divided up into a num- 
ber of isolated units which were distributed 
in different parts of the city. There are 
now 15. teaching 13 medical 
schools, and 31 smaller centers staffed by 
recognized teachers in the University— 
training colleges, polytechnics, etc. 

Prior to sixty years ago everything was 
decentralized, and the University consisted 
of an affiliation of the then existing teach- 
ing bodies. From 1858 up to 1900 the only 
functions exercised by this body were those 
of an examining body with the right to 
grant degrees. In the latter year the old 
premises in Burlington House (near to 
Piccadilly and Bond Street) were vacated 
and the University migrated to South Ken- 
sington, and now occupies part of what 
was originally the Imperial Institute. With 


colleges, 


this move came the inclusion of the above 
mentioned teaching centers to form one 
The effect of this has 


large corporation. 
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been to give a certain amount of status to 
the graduates which was previously miss- 
ing. As far as the actual teaching is con- 
cerned, there does not appear to be any 
material change from the preéxisting order 
of things, for the examining body, as it 
originally was, used to set the syllabus, as 
the University does now, and most of the 
teachers of the former days have been rec- 
ognized as University teachers. There have, 
however, been certain economic results. 
For instance, several of the smaller medical 
schools have joined together for the teach- 
ing of the preliminary subjects at a com- 
mon center, and on the completion of these 
studies the students return to the institu- 
tions which they originally joined. 

It is difficult to look into the future and 
see what the result of this attempt is going 
to be, for the success of this movement is 
dependent on such a large number of fac- 
tors. There is the increasing stress of com- 
petition to be considered, which leads the 
young man to embark on some work which 
shall supply his daily bread at the expense 


of his receiving the benefit of the more 


advanced study. The rapidity with which 
the provincial universities have grown in 
the last few years shows its effect on the 
numbers of students who now come to 
London. There is greater difficulty in ob- 
taining postgraduates to fill those posts 
which correspond to that of Privat-docent 
in Germany, and which are to a large ex- 
tent the backbone of a teaching center. On 
the other hand, London presents quite 
unrivaled opportunities for postgraduate 
work; there is an increasing number of 
men who now come up for such studies, 
and we believe that fewer now go to the 
Continent than formerly, London offering 
equally good opportunities for such work. 
In conversation with two Australian med- 
ical men who had done such work both in 
Germany and in London, I learned that in 
their opinion there was no comparison be- 
tween the two countries, and that apart 
from the language difficulty the work was 
as good here and there was a greater body 
of material. The crux of the whole matter 
seems to lie in the question of housing the 
students. There can be no doubt that there 
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is a need for social intercourse between 
kindred spirits, and that better work is done 
under conditions where this maintains than 
without it. This is frequently missing in 
the home life, and necessarily so when the 
young persons live in lodgings and often at 
some considerable distance from their com- 
rades. It is largely in this respect that 
London fails to compete with the older uni- 
versities. In a smaller town the distances 
are not so great and the men can see each 
other in the evenings, and where residential 
colleges exist the intercourse is still more 
free. Games form a kind of link, but are 
of necessity limited to either Wednesday 
or Saturday, and owing to the expense of 
providing ground, not every student who 
wishes to do so can take part in these exer- 
cises. This again contrasts unfavorably 
with Oxford or Cambridge, where most 
men can get their game each day if they 
desire it, and lectures are so arranged as to 
permit of the same, a condition which is 
not possible in London. A few of the 
teaching schools have a small number of 
residential quarters, but again owing to the 
necessity of providing new laboratories for 
fresh subjects these are being converted, 
and no substitute is provided. There are 
a few places, such as the “settlements” of 
Toynbee Hall and Oxford House, where 
men can reside; but the occupants are 
chiefly senior men, who live there for sev- 
eral years, so that these coteries are hardly 
suitable for the young man entering on his 
course and fresh up from school. To sup- 
ply a small part of this deficiency, there is 
now a suggestion on foot to provide a resi- 
dential building for about 100 students 
which will be affiliated with Crosby Hall in 
Chelsea. It is to be hoped that the scheme 
will go through and will be the starting- 
point of many such. There is no reason 
why each school should not have its 
own residential quarters, and that some- 
where in the neighborhood of the main 
buildings, if the land can only be found at 
a reasonable price, always a difficulty here. 
The chief social event of the past month 
has been the laying of the foundation stone 
of King’s College Hospital by H. M. the 
King. I shall refer to this next month 














